




An exploration of the experiences of registered nurses’ working in aged residential care 
facilities regarding interRAI: A qualitative research design. 
Aim  
To assess the experiences of RNs’ working in aged residential care facilities in Christchurch, 
about performing interRAI assessments using interRAI MOMENTUM software. 
Objectives  
• To explore the positive and negative experiences of registered nurses regarding 
using interRAI for their clients’ assessments. 
• To explore the factors affecting the registered nurses in performing interRAI based 
comprehensive health assessments. 
• To identify the aids and barriers faced by registered nurses in interRAI application 
or use. 
Review of Literature 
The interRAI assessment system first introduced in New Zealand in the year 2004 is a 
standardized tool for performing client assessments in aged residential care (ARC) facilities 
in NZ since 2015. The word ‘interRAI’ stands for ‘international resident assessment 
instrument’ which has replaced the paper assessments used in planning and implementing 
evidence based care for clients. The interRAI suite of instruments is used in acute, 
residential and community care settings. At present, registered nurses (RNs) who are 
interRAI competent and working in aged care are required to complete these assessments 
nationwide. Aged residential care (ARC) is one of the most rewarding and at the same time 
a complex area of nursing practice which requires techniques that are advanced and 
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practical. With a growing older population and increasing RN turnover in aged care, it is a 
difficult time for private aged care providers in terms of sustaining the nursing workforce 
and ensuring the quality of nursing care being provided. Furthermore, the implementation 
and maintenance of interRAI services is managed by Technical Advisory Services (TAS) 
across both North and South islands of NZ. Since Ministry of Health, New Zealand has made 
the interRAI assessments mandatory for the aged care sector, it is important to understand 
the RNs’ experiences and perceptions around interRAI and the factors associated with its 
completion within the scheduled time period, once an assessment is undertaken.  
Methods 
A qualitative design was utilized to assess the experiences of RNs about interRAI. Focus 
group interview technique was implemented to collect data. Seven RN participants who 
gave consent for participation from various ARC facilities were interviewed in a focus 
group. Focus group methodology was conducive for the participants in terms of 
spontaneously discussing the issues and aids they believe could potentially improve their 
approach towards interRAI assessments. Thematic analysis was used to analyze the 
findings from the data collected that reflected in four themes. The data was audio taped 
and later transcribed for maintaining accuracy. 
Findings 
Four themes identified were RN’s positive experiences and engagement with interRAI tool; 
challenges with using interRAI tool; professional and system barriers faced by RNs; and 
need for a unified standard assessment system. 
Conclusion 
Themes and subthemes represented the various factors affecting interRAI use and its 
perception by RNs in aged care sector. Theme one includes positive understanding of the 
interRAI tool, and RNs’ acknowledgement for its comprehensive and multidisciplinary 
feature. Theme two reflects on the challenges faced by RNs namely the mandatory and time 
consuming nature of these assessments, increased workload on RNs and the limited 
implementation of the tool in NZ. Theme three discusses various obstacles faced by RNs 
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ranging from a preference for paper-based assessments, organisational and technical 
barriers to miss-constructed perception of the nursing profession among the team of health 
care assistants. And, theme four states the need for a universal assessment system at all 
levels of health care. However, the focus group acknowledged that interRAI assessments 
are valuable in informing nursing practice and with required improvements in its current 
implementation strategy, interRAI assessment system might become instrumental in 
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Chapter One - Introduction 
Aged care has always been an issue of critical interest in the developed nations including 
New Zealand (Kaine & Ravenswood, 2013). The requirement for increased aged care 
services has been created by the increasing ageing population thus adding complexity to 
the existing skill shortage in NZ (Kaine & Ravenswood, 2013). This dual effect creates 
pressure on the policy makers to address the needs of the growing older population 
(Carpenter & Hirdes, 2013). The challenge is to untangle the web of current care services 
and reconfigure a service delivery model which is uniform across all the levels of care at 
local, regional and national level (Carpenter & Hirdes, 2013). The data collected from 
interRAI (International Resident Assessment Instrument) assessment is instrumental in 
selecting the right level of care at the time of placement in rest homes/ continuing care 
hospitals that is being considered for the older person (New Zealand Aged Care 
Association, 2018).  
Cost-effective quality care systems are the pre-requisite for addressing the above discussed 
growing aged care challenge. The interRAI assessment systems were officially made 
mandatory in July 2015 in New Zealand (NZ) to implement a common assessment system 
across the aged care sector of the country (interRAI NZ, 2019a). The interRAI assessment 
namely interRAI - LTCF (Long term care facility) is an evidence-based tool to assess the 
physical, mental and social needs, strength and preferences of the older person in a 
comprehensive manner (interRAI, 2018b). In the aged care sector, the assessments are 
performed by registered nurses (RN) who have received a formal training for performing 
interRAI assessments (interRAI NZ, 2019c). Introducing interRAI assessment system has 
changed the traditional practice of performing health assessments. Traditionally at the ARC 
facility level, the client assessments were performed by using multiple paper-based 
assessment forms for nutrition, pain, pressure ulcer risk, falls risk assessment and activity 
of daily living which were replaced by this multidimensional web-based electronic system 
(Bandaranayake & Campin, 2016). This transition entailed various issues such as: ARC 
provider resistance around the shift to interRAI based assessment systems; RN turnover 
causing financial burden on ARC providers; interoperability between interRAI and care 
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planning systems (Bandaranayake & Campin, 2016). Therefore, assessing RNs’ experiences 
around this new work practice forms the basis of this study. Henceforth, the qualitative 
design seems suitable for this research topic (Munhall, 2012). 
The student researcher for the present study has a background in nursing education and 
has been working as an RN in the aged care setting for over seven years. Working in 
specialist dementia care for over seven years has provided the researcher with a skill set 
which involves caring holistically for the older person. Also, performing interRAI 
assessments for over four years now has generated interest in the student researcher to 
explore the ideas, and perceptions, of other RNs working with interRAI assessment system. 
Mandatory interRAI assessments in ARC facilities 
The interRAI assessments were made compulsory for all ARC facilities in NZ in July 2015. 
Though this can be acknowledged here that interRAI implementation project with a goal to 
establish interRAI-LTCF as a standardized assessment tool in ARC sector was first started 
in July, 2011 (Bandaranayake & Campin, 2016). The pressure to meet the deadlines for 
interRAI assessments to achieve ARC certification and meeting internal organisational 
policy requirements of individual ARC facility has given rise to various concerns from the 
registered nurses working in ARC sector (Vuorinen, 2017). This may be attributed to lack 
of sufficient number of interRAI trained nurses and delay in training for interRAI which is 
placing the demand on the existing interRAI trained nurses to complete these assessments 
(Cassie, 2015). Currently, five instruments from interRAI suite are in practice in NZ; 
interRAI - LTCF (Long-term Care Facility), interRAI - HC (Home Care),inter RAI - CA 
(Contact Assessment), interRAI - PC (Palliative Care) and interRAI - Community Health 
Assessment (CHA) (interRAI NZ, 2019a).  
According to interRAI quality annual report (2017-2018), the international and NZ nurses 
who have joined the Competency Assessment Programme (CAP) at Whitireia Institute to 
achieve their NZ nursing registration were provided with interRAI classroom sessions from 
an interRAI service educator. The students later completed assessments to obtain full 
competency as part of the pilot project to include interRAI competency in tertiary 
education (interRAI NZ, 2019e). Another pilot project was successful in ARA Institute, 
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Christchurch. Similar projects are planned to be implemented in Nelson and Marlborough 
Institute of Technology (interRAI NZ, 2019e).  
The review of literature chapter of this thesis discusses various aspects regarding the 
origin of interRAI, its history in NZ, the growing need for aged care facilities around the 
world and in NZ, interRAI training in NZ and implementation of this tool by nurses. Very 
limited literature was found on the overall experiences of registered nurses with using 
interRAI. This study focuses on the effort to fill in this gap in the literature as RNs are the 
frontline providers in any health care system. Hence, it is important to understand the 
nurses’ point of view in regards to inclusion of this new technology based assessment tool 
into their common work practice. 
Completion of interRAI assessments for ensuring a standardized assessment and care 
planning regimen in LTCF is dependent on nurses working in aged care. If the RNs do not 
feel confident in using this tool and are not able to comply with the interRAI assessment 
requirements, then there is a potential for creating significant gaps in the service delivery 
for the older population. Compliancy requirements for interRAI might also become a 
reason for an increased RN turnover from aged care to other areas of nursing which could 
prove counterproductive for aged care in NZ. The present study is expected to be beneficial 
for nursing practice as it attempts to add to the knowledge base on interRAI and its related 
aspects. In addition to this, identifying human processes which influence the individual’s 
perception towards a new change might be helpful in understanding and implementing the 
best possible processes that could prove to be conducive to adapt to this transition 
Therefore, identifying and understanding the barriers and facilitators can be considered 
significant in accomplishing interRAI targets  
The review of literature chapter ahead discusses the search strategy, background of 
interRAI assessment suite, review of the interRAI implementation in NZ, RNs in aged care 




Chapter Two - Review of Literature 
Introduction 
This chapter reviews the literature present around interRAI, health professionals’ 
experiences, attitudes and perceptions regarding various interRAI tools included in the 
interRAI suite assessment system, discussion of the phenomenon of aging, role of ARC 
facilities, history of interRAI, interRAI implementation in NZ, interRAI-LTCF tool 
description, role of RNs in ARC and their contribution in performing interRAI assessments. 
The literature review for the present study reflected that most studies were directed 
towards assessing reliability, validity and clinical effectiveness of interRAI assessment 
tools.  
Literature Search Strategy  
Review of the literature was commenced with a search for the present study related topics 
via an online search. Various health and nursing related databases were searched such as 
Google Scholar, CINAHL, Ovid, Pub Med and ERIC. The keywords used while searching were 
“interRAI/ interRAI assessment/ interRAI tool”, “registered nurse/ nurse”, aged care/ 
residential care/ long-term care facility” and “experiences/ attitudes/ perceptions/ views/ 
acceptance/ feelings/ usefulness/ suitability/ user”. The detailed search revealed that the 
majority of studies were based on determining the validity of interRAI suite of instruments. 
Limited studies were found on the user experience of the interRAI tools. Among these 
limited number of studies, only one was focused on assessing user experience in ARC and 
one study assessing user experience regarding the home care instrument in NZ (Smith, 
Whiddett & Hunter, 2013). Most studies were based on the use of clinical components of 
the interRAI tool applied in various settings such as palliative, acute, community and aged 
care in Belgium, France, Canada, Australia and NZ. One nursing review article was found 
regarding users’ experience in light of mandatory features of the interRAI tool (Bateman, 
2016). A United States (US) study was focused on assessing experiences of nurses 
regarding transition from paper-based documentation to electronic documentation (Smith, 
2010). This study was similar to the present study in terms of assessing the experiences of 
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RNs during transitioning from traditional documentation practice to electronic based 
systems. The author used narrative experiences to record nurses’ experiences with nursing 
documentation. Findings of this study included the requirement of a system is easy to learn 
while at the same time promotes client safety, accurate and clear documentation and best 
quality care (Smith, 2010). 
Aging as a worldwide phenomenon 
The population of older people has been growing at a dramatic rate over the past few 
decades. According to Pruchno (2017), in the year 2012, 562 million people of the world 
population were aged 65 years or older which later rose to 617 million people in 2015. By 
the year 2025, owing to factors such as declining birth rates, modern medical advances and 
increased life expectancy; the population aged 65 years and above is expected to yield an 
increase of 236 million people (Pruchno, 2017). In addition, the world’s elderly population 
will be 1.6 billion from 2025 to 2050 (Pruchno, 2017). It is estimated that by 2021, people 
aged over 65 years will outnumber children under 5 years (McCutcheon & Pruchno, 2011). 
According to Boyd (2016), in the next three decades, every fourth New Zealander will be 
over 65 years old and by 2063, 23.8% of the New Zealand population will be aged over 65 
years (Schluter et al., 2016). This demographic shift in the world’s population will also 
bring with it challenges owing to increase in demand for existing social insurance and 
pension strategies, which in turn also affects health care and support models (McCutcheon 
& Pruchno, 2011).  Furthermore, this shift also demands that local and government 
authorities arrange adequate financial planning in order to provide services for older 
adults (McCutcheon & Pruchno, 2011).  
Role of Aged Residential Care facilities in New Zealand  
In most parts of the world, the population is aging which in turn is resulting in the increase 
of older people’s health care needs. According to the New Zealand Treasury, 2007, by the 
year 2021, the average age for a New Zealander to enter an ARC facility will be 90 years old 
and ARC level of care will be mostly hospital and palliative level of care (Murdoch, 2010). 
To meet this requirement, the emergence of residential aged care homes is on the rise in 
western countries and at the same time the workforce is declining (Van der Borg, Verdonk, 
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Dauwerse & Abma, 2017). Quality care practices which promote the optimum well-being of 
both older people and their caregivers are the prerequisites for ensuring quality and 
continuity in aged care (Van der Borg et al., 2017). Over the years, due to changing social 
dynamics, the rates of divorce, remarriage and step-familial relationships will increase, 
causing an alteration in family structures resulting in fewer siblings and, therefore fewer 
family caregivers, ultimately leading to placement of families’ older people in rest homes 
(McCutcheon & Pruchno, 2011). In addition to this, many of the older generation living 
with associated co-morbidities, for example, heart conditions, cancer, musculoskeletal 
disorders, diabetes, dementia and Alzheimer’s, which further complicate the care needs of 
older people within families (McCutcheon & Pruchno, 2011). A study conducted in England 
revealed that the older adults entering rest homes have declining physical and functional 
capabilities which are directly related to the need for a greater number of skilful staff in 
ARC facilities to ensure the provision of individualized and specialized geriatric expertise 
and care for the older residents (Green, Stow, Matthews & Hanratty, 2017).  
NZ is also witnessing a greater visibility of aged residential care homes due to the increase 
in its population of older people. According to population statistics in 2013, 31,899 older 
people were living in residential aged care settings across 822 facilities in NZ (Statistics 
New Zealand, 2013). As a continuum of life, increasing numbers of older people will be 
living in ARC facilities, needing 24-hour health care services.  
In NZ, 47% of people over 65 years will be living in rest homes at some point in their lives 
in the next 25 years (Boyd, 2016). It is estimated that 45% of the NZ older population will 
be residents at ARC facilities at the time of their death (Boyd, 2016) This change is also 
contributing to the recognition of residential care facilities as “de facto” hospices, with the 
highest rate of deaths for people aged 65 years and over occurring in ARC facilities (Boyd, 
2016). According to Boyd (2016), with the lack of publicly funded mental, social, 
rehabilitation and palliative services for ARC residents, it is very important to maintain 
their overall well-being.  
Regarding funding the ARC sector in NZ, an annual national agreement between ARC 
providers and DHBs determines the care cost depending on the level of care required by 
the older person (TAS, 2019).  
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Ministry of Health has introduced policy on means testing that determines the level of 
contribution required by the older person for their stay at an ARC facility (Technical 
Advisory Services, 2019). For example, an older couple aged 65 years would pay for their 
care until their total assets reduce to $230,495 or less in order to become eligible for a 
residential care subsidy.  The subsidy I entitles the resident to have all (or a proportion) of 
their care costs paid by the DHBs (Work and Income New Zealand, 2019). This policy has 
created an inequitable situation where older people pay for their health care when those 
under 65years or not. 
The aged care sector in most western countries is privatized, and hence risks that financial 
gain might be given precedence over the quality of care, hindering the provision of safe and 
quality care (Cain, 2016). This can be supported by the statement that decentralization of 
care services to non-government or private contracted agencies by the government and 
market ideologies of the “for-profit” private care organisations is leading to lower levels of 
aged care in New Zealand (Woods, Phibbs & Severinsen, 2017). Privatisation of aged care 
can also be related to the “Neoliberalism” ideology that endorses no government 
intervention in provision of social services and believes them to be best handled by 
charities or “for-profit” organisations as a means of cost savings (Henderson & Willis, 
2020). Furthermore, the impact of privatisation on the quality of aged care may lead to 
poorer care standards or service quality in form of fewer resident care hours and higher 
care deficits all in an effort to achieve cost profits (Henderson & Willis, 2020). Hence, with 
limited public funding for the privately owned ARC sector, the situation is expected to get 
worse. Hence, it is really important for NZ as a country and for the health care system to 
integrate the aged care sector along the continuum of care and also value those working in 
this area for their skills and knowledge, recognizing their contribution to health care (Boyd, 
2016). 
It is essential for policymakers and care providers of health care to understand the 
individual’s care needs who will be at the receiving end of these services. This cannot be 
achieved solely by analysing administrative records; multidimensional and reliable 
evidence is needed to accomplish this task due to the complexity of older populations being 
cared for in rest homes and at community care levels (Carpenter & Hirdes, 2013). An 
individual’s longitudinal health information is pivotal in determining the effectiveness of 
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care plans, and serves as a guide for the organizational team to further plan policies that 
are feasible and achievable (Carpenter & Hirdes, 2013). But, majority of aged residential 
care provided primarily by privately owned or “for-profit” organisations is funded 
publically in NZ and Australia, this raises two major public policy-related concerns namely 
the sustainability of aged care sector and another being the quality of care provided in the 
aged care sector (Kaine & Ravenswood, 2013). The concerns mainly involves the issues 
such as increasing cost of health care services to the government and improper working 
conditions for employees leading to poor standards of health care (Kaine & Ravenswood, 
2013) 
The interRAI project plan which initially began in July 2011 co-sponsored by Ministry of 
Health (MOH) & New Zealand Aged Care Association (NZACA) has its goal reviewed over 
the course of the project. The target to achieve 90% ARC facilities’ voluntarily adoption of 
interRAI as the primary assessment tool by July 2012 was changed to making it a 
mandatory assessment system for all ARC facilities in October 2012 (Bandaranayake & 
Campin, 2016). This led to some negative perceptions in a portion of the ARC providers 
which thought that shifting the scope of the project to mandatory took away the ARC sector 
led voluntary project approach (Bandaranayake & Campin, 2016). Aged residential care 
contract under which ARC facilities are contracted by regional DHBs to complete interRAI 
assessment for all of their residents within twenty-one days of their admission was also 
viewed as a reason for data duplication because at the ARC facility level the understanding 
was that the initial assessment has to be completed within twenty-four hours of the new 
admission to make an informed care plan, though this was not stated in the contract 
(Bandaranayake & Campin, 2016). Mandatory implementation also created some financial 
burden for ARC providers with additional cost of backfilling for the RNs attending the 
interRAI trainings and interRAI trained RNs’ turnover making them to arrange for interRAI 
training their newly hired RN team (Bandaranayake & Campin, 2016). 
Challenges for ARC providers include the need to maintain the quality of nursing care and 
maintenance of staffing levels (Choi, Flynn & Aiken, 2011) Unlike acute care settings or 
hospitals, ARC residents are mostly frail older people with co-morbid physical and 
cognitive conditions that require extensive physical care (Choi et al, 2011). Shortage of RNs 
and financial constraints in the ARC facilities has created the dependency on health care 
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assistants for residents’ physical care (Choi et al., 2011). This has increased the 
responsibility of ARC facility RNs’ with additional supervision and delegation duties on top 
of existing resident care responsibilities (Choi et al., 2011). 
According to Murdoch (2010) MOH has predicted a shortfall of 23,000 health workforce by 
2021 Thus, a greater workload with limited staff availability can later lead to shortcuts or 
oversight of some interventions (Murdoch, 2010) This problem needs to be addressed 
appropriately by the ARC providers and concerned authorities to maintain safe practice. 
Murdoch (2010) identified that efficient DHB services for older population would be 
reflected by better client and family outcomes provided by a stable health workforce. The 
DHB services with features such as the proper assessment of older people, competent aged 
care workforce that is well remunerated and multidisciplinary involvement for older 
persons’ care strategy are expected to be beneficial in achieving goals of care for older 
people outlined under the Health of Older People Strategy, 2002 (Murdoch, 2010). This has 
been refreshed with a new strategic direction for change and replaced with the Healthy 
Aging Strategy, 2017, with a vision to maximize older people’s health and wellbeing with a 
life-course approach (Ministry of Health, 2019a). Some of these objectives require using a 
standardized needs assessment system for older people by developing and shaping new 
technology based standardised assessment approaches which links to NZ Health Strategy 
(Ministry of Health, 2019b) 
Findings of a study conducted in NZ highlighted that mortality rates are higher for older 
people admitted recently from hospitals as compared to residents residing in ARC facilities 
for some amount of time (Connolly, Broad, Boyd, Kerse & Gott, 2014). This could be partly 
attributed to the fact that hospital staff often do not take the responsibility to discuss the 
prognosis and goals of care at the end-of-life with families before transferring them to the 
ARC settings (Connolly et al., 2014). This issue can be addressed by accurately assessing 
the needs of the older person, analysing family and client experiences while facilitating 
their transition into a different healthcare place, and also by improving the care 
coordination between different health care settings to formulate an appropriate care plan 
for older people (Connolly et al., 2014).  
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Purpose of interRAI 
All over the world, including NZ, the prevalence of age-related chronic illnesses is putting 
an increased burden on the existing healthcare service delivery models. Financially feasible 
health and disability services are currently the need of the hour, and these are being 
continually refined and implemented by the health care policy makers (Schulter et al., 
2016). Reliable empirical data is vital for planning current and future health care funding 
decisions (Schulter et al., 2016). Non-standardized and non-comprehensive assessments 
were seen as a significant obstacle to achieve an evidence-based assessment system, and to 
alleviate this problem, a comprehensive validated assessment tool was seen the only way 
forward (Schulter et al., 2016). An interRAI assessment has a key characteristic of geriatric-
centred care (Wellens et al., 2012).  
The collaborative organization interRAI involves thirty countries working towards 
formulating and implementing a comprehensive client assessment system for vulnerable 
groups of the population, to improve their quality of life (interRAI, 2019). The organization 
is a consortium that focuses on providing evidence-based and ethically applied assessment 
practice by collecting health data across various social and health-based settings (interRAI, 
2019). The interRAI assessment system is an electronic data collection system working on 
specially designed electronic software which is utilized by trained health professionals to 
assess their clients’ needs in a holistic manner (interRAI, 2016). The interRAI suite consists 
of various instruments which are used to collect health-related data of an individual across 
different population groups, but they all share a common language (interRAI, 2019).  
The interRAI set of instruments are capable of providing new dimensions of health care 
such as potential to transfer , share and analyse person-centred quality health related data 
across various care settings which were not possible with paper-based assessments 
(Vanneste, Vermeulen & Declercq, 2013). These tools are believed to be well-equipped to 
improve continuity and quality of health care. Paper-based data recording has many 
limitations, such as manual documentation which is slow and difficult to share, limited to 
one particular care setting, prone to errors in documentation and absence of 
interoperability with other information systems (Vanneste et al., 2013). 
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The interRAI instruments are designed such that the information collected via their 
implementation at different levels of care can be integrated to provide comprehensive 
information regarding clients’ health status (interRAI, 2016). The instruments are 
rigorously tested for their reliability and validity by the interRAI researchers before their 
actual implementation.(Kim et al., 2015) Prior to their implementation, all interRAI 
systems are tested in the form of clinical trials, case studies conducted in different real-life 
settings to ensure the provision of a safe and evidence-based health assessment system 
(interRAI, 2019).  
The interRAI assessment generated data is quite distinct in nature as the data is collected at 
local, regional, national and international levels that can be analysed, which can provide 
insights into a better understanding of the practice patterns and existing policies that 
would not be possible only by comparing data at the same organizational levels and with 
limited geographic boundaries (Carpenter & Hirdes, 2013). Hence, interRAI allows better 
integration of health care systems by offering a standardized language that is consistent 
with electronic medical data or records (Heckman, Gray & Hirdes, 2013). The set of 
interRAI instruments offers comprehensive geriatric assessment (CGA) which facilitates 
the inclusion of demographic, social and economic factors, formal and informal support 
networks, lifestyle choices, stress from care giving, and other issues that in turn affect the 
health outcomes of healthcare clients including older people and can direct care planning 
(Heckman et al., 2013). The interRAI set of instruments is reliable to be applied in long-
term care settings, for example, home care and aged care, as they provide evidence that are 
capable of improving the collection of audit-related clinical data (Mello, Hermans, 
Audenhove, Macq & Declercq, 2015). According to a study done to assess the reliability of 
interRAI suite of instruments across twelve countries in 2008 (which stated that) the 
interRAI - LTCF instrument was reputed as well equipped to highlight the areas of concern 
in at least a subset of older people who are receiving care in any ARC facility (Hirdes et al., 
2008). In addition to this, most of the data generating items in the interRAI instrument 
work quite efficiently in most of the health care settings with a promising solution, 
especially for global health challenges related to aging (Hirdes et al., 2008). 
The interRAI assessment system was formulated to be used for different vulnerable 
population groups. The first instrument was Resident Assessment Instrument (RAI-MDS) 
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used in ARC facilities in the 1980s in the U.S. It was later applied to nursing homes in other 
countries with the help of a collaborative interRAI network of clinicians and researchers 
(Hirdes et al., 2008). In 1996, interRAI - HC was established with an aim of facilitating 
comprehensive assessment in community care settings that catered to a population at risk 
of decline, leading to rest home placements for those who required acute or long-term care 
services (Hirdes et al., 2008). Later, interRAI - HC was followed by interRAI - Mental Health 
(MH), interRAI – AC (Acute Care), interRAI - PAC (Post Acute Care) and interRAI - PC all 
developed in the 1990s with the basic design principles of the original RAI (Hirdes et al., 
2008). In the year 2000, upgrading of the existing interRAI instruments and formulation of 
new ones was planned with a multinational approach in order to generate a common core 
set of 70 items that would be generalizable in all the instruments, with the exception of 
specialized settings (Hirdes et al., 2008). By 2008, there was an integrated collection of 19 
instruments with nine instruments used only for aged care (Hongsoo et al., 2015).  
According to interRAI NZ (2018a), the interRAI - CA (Contact) assessment is completed for 
older people living at home or in community with non-complex needs. The clients with an 
Assessment Urgency Algorithm (AUA) score of four or higher are then assessed with 
interRAI - HC instrument (interRAI NZ, 2018a). The follow up time for a clinical response is 
triaged on the basis of AUA score, for example, a score of six, five and four; the client with a 
score of six is prioritized (interRAI NZ, 2018a). Hence, this can be stated that interRAI 
assessment suite instruments are implemented in a manner that triage the level of urgency 
with which a specific care requirement is vital for the older person. 
History of interRAI in New Zealand  
In 2003, The New Zealand Best Practice Guidelines (2003) identified interRAI as the best 
means of achieving goals stated under Health of Older People Strategy (2002) (interRAI, 
2019). The year 2004 marked the trial of the pilot study undertaken by 5 district health 
boards for interRAI - HC instruments. Later, in 2008 “The interRAI National DHB 
implementation Project” for implementing InterRAI (2.0 version) was initiated for the 
period 2008-2012 (Bandaranayake & Campin, 2016, p. 37).  
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In 2010, The NZACA supported the DHBs and initiated the project of voluntary introduction 
of Comprehensive Clinical Assessment (CCA) or interRAI assessments in ARC facilities from 
2011-2015 (Bandaranayake & Campin, 2016). NZ became the first country in the world to 
implement interRAI assessments simultaneously at home, community and residential care 
levels (interRAI NZ, 2019 d). The MOH, NZ collaborated with MOMENTUM Health ware 
Limited to provide the software system to meet the functional requirements for interRAI 
assessments and the first group of nurses was trained for performing CCA in 2011 
(Bandaranayake & Campin, 2016, p. 37). In August 2012, the 4.0 version of the tool was 
introduced and trained professionals for version 2.0 were given an upgraded training on 
using the current “integrated suite” of assessments (Bandaranayake & Campin, 2016, p. 
37). In October 2012, The Associate Minister of Health announced that all ARC facilities 
would need to carry out mandatory interRAI assessments to inform all their residents’ care 
plans by July 2015 (interRAI NZ, 2019d). Currently, interRAI-LTCF is the common tool of 
comprehensive assessment that is used in all ARC facilities in NZ. 
NZ leads the world stage in implementing the interRAI assessment systems in the home, 
community and aged residential care levels of care. The interRAI project is funded by the 
MOH, NZ annually for its various components, including software, governance, reporting 
and analytics, education and training services (interRAI NZ, 2019d). Objectives for interRAI 
in NZ are equitable access to interRAI services irrespective of the consumer’s location; 
adoption and integration of interRAI data by the government agencies as evident in their 
policy development; improving health outcomes for interRAI assessed clients; eradicating 
health inequalities for all health consumers; maintaining clients’ privacy whilst maximizing 
interRAI data access for research and support services; promoting interRAI’s use across all 
relevant health settings; and contributing to the development of newer interRAI tools 
(interRAI NZ, 2019d). 
 MOMENTUM Health Ware is the company that provides interRAI software in NZ (interRAI 
NZ, 2019 d). National interRAI software service (NISS) is the platform developed by the 
MOMENTUM Health Ware Company that facilitates interRAI application in NZ 
(Bandaranayake & Campin, 2016, p. 40).  
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The interRAI Pilot Project implementation in New Zealand 
In 2004, five DHBs in NZ adopted a pilot study to assess the interRAI - HC mainly used for 
community based populations with strong ratings, which further led to its implementation 
by all the DHBs in the country in 2012 (Schulter et al., 2016). This community-based 
assessment system is currently used for performing the assessments for people to enable 
access to publically funded health care services such as entry to ARC facilities. These 
assessments are performed by trained nurses and social workers.  
NZ is the only country in the world to have mandated interRAI-HC for all older people 
living in the community that are being assessed by the DHB need assessors for requiring 
residential care services (Schulter et al., 2016). The interRAI Minimum Data Set - Home 
Care (MDS - HC) is an instrument that assesses the physical, medical, psychological and 
functional needs and abilities of older people, thus providing a comprehensive dataset used 
to frame an integrated care plan (Brown et al., 2009). One of the main features of interRAI - 
HC is CAPs which highlight the areas in an individual’s assessment that indicate 
dependence. Therefore, CAPs are useful in prescribing specific health services (Brown et 
al., 2009). The interRAI - HC version has 236 questions covering 20 domains, which bring 
out 27 scores used for recognizing areas needing attention while planning individualized 
care (Schulter et al., 2016). 
The interRAI - LTCF tool is the comprehensive assessment tool that is used for assessing 
the physical needs along with rehabilitation and support needs of people living in ARC 
facilities in NZ (Bandaranayake & Campin, 2016). This tool serves as a guide for 
formulating the care plan of older people in ARC facilities. It shares the majority of its items 
(around 80%) with other interRAI instruments such as home care (HC) and community 
health assessment (CHA) (Bandaranayake & Campin, 2016). NZ is the first country in the 
world to mandate the interRAI - LTCF instrument in all long-term care facilities on a 
national basis since July 2015 (Bateman, 2016). 
On a trial basis, the interRAI - LTCF was introduced in July 2011 in ARC facilities in NZ with 
the objective of having a standardized tool for comprehensive assessments 
(Bandaranayake & Campin, 2016). The prime objective of making interRAI assessments 
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mandatory for all the ARCs in NZ since July 2015 was to provide an evidence-based and 
standardized system of geriatric assessment systems which will be helpful in improving 
health outcomes for New Zealanders as they age (interRAI NZ, 2019d).  
Furthermore, the objectives of introducing the CCA or interRAI tool into aged care were to 
promote safe and better quality care practice which addresses all the domains of client 
care, to support health professionals with clinical decision-making and care planning by 
formulating a person-centred comprehensive assessment system which is multi-
disciplinary, adopting a tool which avoids duplication of the clinical information and also 
provides consistent data to aid policy decisions at all local and national levels 
(Bandaranayake& Campin, 2016). By the end of this pilot project in 2015, nearly 2,511 
nurses were trained to use the interRAI tool (Bandaranayake & Campin, 2016). 
Typical interRAI assessment consists of reviewing the resident’s previous records and 
assessments, followed by an observation period of the previous three days along with 
conversations with clients, care staff, and family to gather health-related data which will be 
used to provide coding to the responses in the software. This data will further inform the 
care plan to address the needs triggered in the care domains (Bandaranayake & Campin, 
2016). These assessments are performed by interRAI trained RNs to inform their decision-
making for clients’ care. 
An interRAI project review was conducted in 2016 for the period 2011-2015 to provide 
insight into the benefits and challenges of introducing the interRAI tool into ARC sector, 
impact of this tool on ARC providers, and identifying recommendations (Bandaranayake & 
Campin, 2016). According to Bandaranayake and Campin (2016), the review recommended 
suggestions such as that consultation and feedback should have been taken from the ARC 
sector right from the beginning of the project, and communication regarding the merits of 
the interRAI tool and expectations of providers from implementing this tool in ARC 
facilities would have been beneficial in alleviating negative perceptions regarding the 
comprehensive assessment tool.  
Currently, there are two models of InterRAI implementation in the ARC sector in NZ. First 
is a ‘Compliance audit model’ under which a group of trained professionals performs all the 
client assessments for the facility as a compliance measure, and the second, which is most 
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commonly used, is the ‘Integrated care model’ in which the RNs who are trained with 
interRAI in the facility are completing assessments for their designated residents 
(Bandaranayake & Campin, 2016).  
Drawbacks from the interRAI implementation project were identified as the improper 
introduction of the tool to ARC facilities and then making it mandatory for all. This 
approach has further created a negative perception of interRAI as it was initially 
introduced only to some facilities (Bandaranayake & Campin, 2016). Secondly, adoption of 
the tool as a sole assessment system by the facilities has left the RNs with the need to 
devote extra time to complete assessments and so spending more time away from the floor, 
thus compromising client safety and wellness to some extent (Bandaranayake & Campin, 
2016).  
Until now for ARC providers, the cost of implementing interRAI into their system currently 
outweighs any benefits for them. Also, the long-term sustainability of the interRAI tool is 
questionable due to its impact on value for money and time for the providers, as research 
shows 54% of the ARC facilities found no or very little value for their money 
(Bandaranayake & Campin, 2016). One of the major findings from the review revealed that 
although the tool efficiency has mostly met its objectives, there are still some areas that 
need to be resolved, for example, the interoperability of the interRAI tool across 
assessments, care planning and client management systems, and duplication of the clinical 
data as the facilities are still incorporating some of their individual assessment tools 
alongside with interRAI, which impedes interRAI’s purpose of using it as a sole tool for 
comprehensive assessment (Bandaranayake & Campin, 2016). Since MOH, NZ made 
interRAI mandatory in July 2015, there is still a percentage of the ARC sector that is in the 
initial stages of its implementation, hence the overall benefits of using this CCA tool still 
needs to be determined. 
According to Bateman (2016), the existing interRAI tool, which at present is specifically 
used for older people, can also be expanded by its use for other age groups, a step that will 
further strengthen the continuity of care across the health spectrum. Currently, there are 




The interRAI assessment tool-generated information is linked to the National Health Index 
(NHI) database which covers 98% of the NZ population and is stored electronically to 
ensure data security (Schulter et al., 2016). Using this NHI based multi-featured clinical 
tool, the medium-term health outcomes such as rates of hospital admission and 
readmission, vital health statistics of the population and need for aged care placements can 
be identified, which may further assist in addressing the web of factors linked to a variety 
of health conditions (Schulter et al., 2016). 
With the introduction of interRAI assessments in the various sectors of health care, to make 
the most of these tools, it is vital for RNs to not only be technically competent in order to 
perform these assessments and implement their findings for their clients’ welfare. 
Therefore, the need for individualized education and support for RNs is really important 
for successful integration of electronic health into practice (Walker, 2016). It is also 
necessary that nurses should understand privacy and safe handling of the individual 
records as they are shared across multiple disciplines in the health care system (Walker, 
2016). 
In NZ, the interRAI Governance Board is the board appointed by the MOH, NZ to formally 
oversee and provide leadership to interRAI NZ, in meeting the health needs of health 
consumers and ensuring continuous improvements in health outcomes of older people 
living in NZ (interRAI NZ, 2019a). The governance board provides strategic guidance to 
interRAI NZ at the clinical, operational and consumer levels (interRAI NZ, 2019a). 
The interRAI assessment systems used in aged care hold the potential to help generate 
cost-effective health care services, based on care models that fit in with the ever-changing 
scenario of older people care. Older person health care is complex in nature to plan due to 
its variation in prevalence of diseases, and different service configurations and funding 
models (Carpenter & Hirdes, 2013). This variation creates a web of tangled health care 
provisions which vary extensively at the care provider or local, regional and national levels 
(Carpenter & Hirdes, 2013).  
Good quality health services that are well integrated across the continuum of care are 
effective in minimizing health-related decline, expenditure on avoidable diseases in old age 
and provision of better quality of life for older people (Carpenter & Hirdes, 2013). Reliable 
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and valid health-related data, which is evidence-based and comparable at different levels of 
care along the continuum, are the starting point in implementing affordable care services 
that can improve quality of life for aged care recipients (Carpenter & Hirdes, 2013). A 2013 
study, also supported that using interRAI based assessments results in efficient care 
planning and reduced healthcare expenditure (Heckman et al., 2013). 
Benefits of using interRAI for aged care clients in the Bandaranayake and Campin (2016) 
report were stated as including a more comprehensive, consistent and in-depth nature of 
client assessment, enhanced professional development for nurses, the availability of 
multiple client reports that would improve quality care, involvement of family members in 
initial phases of assessment which further enhances their trust for the care team, detailed 
client information prior to residents’ admission to a new facility (Keeling, Meehan, Bowen 
& Stewart, 2013). In addition, the introduction of computer-related technologies in aged 
care might proves to be an attraction for younger nurses to work in gerontology nursing as 
a future work area prospect, and the use of interRAI has also garnered positive auditing 
team reviews (Keeling et al., 2013).  
Quality aged care is characterized by improved outcomes of care for older people living in 
long-term care settings and community settings. Better care outcomes further depend on 
the identification of individual complex-care needs with the help of CGA (Hongsoo et al., 
2015). CGA should also be continuous in nature along various disciplines in the different 
care settings, which are well supported by the interRAI suite (Hongsoo et al., 2015). One 
study on interRAI - LTCF and interRAI - HC in Korea has suggested that these instruments 
are capable of providing reliability to the data with results indicating that 93.8% interRAI - 
LTCF items and 98.5% interRAI - HC items achieve substantial reliability (Hongsoo et al., 
2015). 
Description of interRAI-LTCF tool 
The present interRAI - LTCF has deep roots in its formation. It was first mandated in United 
States (U.S.) under 1987 U.S. Nursing Home Reform Act as “minimum data set” or MDS 
(interRAI, 2019). Present day Medicaid services contracted a consortium of researchers 
from various U.S. universities to develop the MDS; many of these researchers later became 
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the founders of interRAI (interRAI, 2019). The tool was first implemented in U.S. nursing 
homes in 1990-1991, further revised with version 2.0 in 1994-1995 and implemented later 
in all nursing homes in U.S. in 1996 (interRAI, 2019). Currently, interRAI - LTCF and its 
previous versions are used in eighteen countries including NZ (interRAI, 2019).  
The interRAI - LTCF tool is predominantly used in aged care sector to assess the older 
people living in any ARC facility including residential care homes, private hospitals and 
specialized dementia care facilities (interRAI NZ, 2019e). The MOH’s NZ Best Practice 
Guidelines (2003) identified interRAI as the best medium to ensure proper assessment and 
subsequent care of older people in NZ (interRAI NZ, 2019f). Consents are taken from the 
older person or their Enduring Power of Attorney (EPOA) to complete interRAI 
assessments (interRAI NZ, 2018a). Assessments are completed by trained health 
professionals including RNs in ARC facilities by having a structured conversation with the 
older person, their families, care staff and making further observations by observing 
clinical information. Then the coding of the information is completed via software with a 
profile of the needs and opportunities for the older person (interRAI NZ, 2018a). Later, the 
population data is available to be used for development, planning, and research purposes 
(interRAI NZ, 2019a). 
All the interRAI instruments are updated on a regular basis to maintain quality care 
standards. Every interRAI assessment system has an information collection form, user 
manual, triggers, clinical assessment protocols (CAP) and outcome measures (interRAI, 
2019). The interRAI assessment LTCF tool consists of various outcome measures includes 
Activities of Daily Living (ADL) scales (short form and long term scales), ADL self-
performance Hierarchy, Aggressive Behaviour Scale (ABS), Cognitive Performance Scale 
(CPS), Depression Rating Scale (DRS), Body Mass Index (BMI), Communication Scale, Pain 
Scale, Changes in Health, End-Stage disease, Sign and Symptoms (CHESS score) (interRAI 
NZ, 2018b).  
There are set of core items addressing key domains that are common to all interRAI 
assessments at acute, community and residential levels of care with an exception to 
interRAI- CA. In a typical interRAI assessment, core items are segregated into various 
sections related to physical, functional, preventative, social and psychological aspects of 
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care (Carpenter & Hirdes, 2013). For completing these assessments, each item and 
response code has clear definitions including the varied time frames. Complex issues such 
as pain will have descriptive information in terms of frequency, consistency, intensity and 
pain control regimen followed for pain issues and in regards to pressure ulcers, the most 
severe ulcer will have information on the nature of appearance and depth of skin 
breakdown (Carpenter & Hirdes, 2013). On completion of an interRAI assessment, the 
automated algorithm scales are generated that indicate severity measures. For example, 
the validated cognitive performance scale (CPS) comprises of memory impairment, level of 
consciousness, and functional capabilities. The severity indicators generated will give 
inform the assessor of the problem areas identified in the interRAI assessment (Carpenter 
& Hirdes, 2013).  
These outcome measures are utilized to evaluate the clinical status of the older person. 
Longitudinal data generated through these assessments is compared over the time that can 
be helpful in predicting the health trajectory of the older person (interRAI NZ, 2018b). 
The interRAI-LTCF assessment section called as “MDS” includes coding on 311 items 19 
sections or areas such as identification information, intake or initial history, physical, 
social, spiritual and cognitive needs and capabilities of the person along with advanced 
care planning information (Morris et al., 2011). The summary of the assessment findings is 
completed at the end of each assessment with automatically highlighted areas of health 
concerns and risks alerted by the system (Morris et al., 2011). The triggers generated are 
required to be evaluated by the RN assessor in CAPs section and subsequent care plan is 
written accordingly by the RN (interRAI NZ, 2019c). The assessment is reviewed at the six 
month/ 180 days period or earlier under special circumstances such as recent hospital 
admissions, sudden or acute change in physical or functional status of the older person 
(interRAI NZ, 2018b). 
There are several general guidelines to be followed for completing an interRAI - LTCF MDS 
assessment which are useful for every interRAI assessor. These includes documenting 
necessary notes in the comment section with each coding item to provide a better 
clarification of the coding given, maintaining accuracy of the notes with the auto-
population of data while doing an interRAI reassessment by altering the existing 
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information, notes must reflect new information to the question coding rather than merely 
repeating the question itself and therefore, avoiding duplication of the notes (interRAI NZ, 
2018b). Prior to completion of the MDS assessment, the assessor is responsible for 
updating the face sheet with all of client’s general information regarding identification, 
medical diagnosis, GP, advanced directives, diet, providers (assessor’s information), 
primary contact, worker safety concerns, resident or client safety concerns, infection 
precautions, end of life instructions, active wound, falls tracking, weight and vital signs and 
recent infections (interRAI NZ, 2018b). 
Benefits of interRAI assessment system tools  
Many advantages of using the interRAI set of instruments are outlined in the literature. 
Some of these are improved decision making skills of the assessor by indicating areas 
capable of improvement and highlighting areas at the risk of decline in a client’s health 
status (interRAI NZ, 2019b). Other benefit is the comprehensive and holistic view of older 
person’s health status that is gathered through one standardized assessment process (with 
set of core items common to all interRAI suite instruments with an exception of interRAI – 
CA) rather than undergoing an array of different tests or processes, thereby, saving 
valuable resources and money required for these various testing (interRAI NZ, 2018b). 
This can further be helpful in creating a repository of relevant health related information in 
the hierarchy of any country’s health system that is implementing these assessments, 
which has a potential to direct health services expenditure (interRAI, 2019b).  
Furthermore, a New Zealand study conducted on an older population affected with 
dementia residing in the community suggested that interRAI assessments play a vital role 
in decreasing the rate of occurrence for potentially inappropriate medications (PIM) (Bala, 
Jamieson & Nishtala, 2019). According to 2015 Beers Criteria, PIMs involves the 
prescription of medication agents that are more harmful to the older person rather than 
being clinically effective and in circumstances where there is a safer alternative therapy 
available (Bala et al., 2019). Bala et al. (2019) study was focussed on older clients in the 
community receiving interRAI assessments to determine the causes for PIMs in older 
population. The data collected from interRAI assessments of the older clients under study 
was informative in determining the degree of PIMs, the categories of medications 
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prescribed under PIMs and also the effect of gender, ethnicity and medical presentation of 
the older client on probability of PIMs (Bala et al., 2019). Bala et al. (2019) study 
mentioned using interRAI assessments as one of the major strength of their study. 
In addition to the above stated benefits, is the positive aspect of having a common IT 
platform across NZ, through which the interRAI assessments are performed. The shared 
platform allows for all the health information to be collected at one point and still 
remaining available at multiple levels for future reviews (interRAI NZ, 2019b). Lastly, the 
common language of all interRAI assessments suite instruments is a bonus in a way of 
preventing the duplication of the assessment data gathered by assessments of same older 
person at various levels of health care (interRAI NZ, 2019d).  
Registered Nurses- Backbone of aged residential care  
RNs are at the frontline of the older people in ARC. RNs need to be professionally 
orientated and up-to-date with the latest advancements in the area of their work. Growth 
of the nursing workforce is required in conjunction with the fact that NZ has an ageing 
population. In NZ, new graduate nurses are mostly opting to work in acute care settings, as 
aged care is not seen as a preferred area of work presently (Gesmundo, 2016). Hence, aged 
care is expected to face the maximum nursing workforce decline in the coming years on an 
overall basis including declining Maori and Pasifika Enrolled Nurses (EN) numbers 
(Gesmundo, 2016). Nurses also play a significant role in responding to Maori and Pasifika 
health needs; therefore adequate Maori and Pacific nurses’ numbers are quite important 
(Pitama, Huria & Lacey, 2014). 
 According to the Nursing Council of New Zealand (2015) there were 1050.8 practicing 
nurses for 100,000 New Zealanders. A total of 58,206 enrolled nurses, RNs and nurse 
practitioners working across NZ in May 2019 (Ministry of Health, 2019c). The majority of 
the nursing workforce consisted of female nurses with 41% of RNs aged 50 years and over. 
Not only is the NZ population ageing but also the nursing workforce. It is estimated that by 
2035, NZ will have a shortage of approximately 15,000 nurses. Therefore, in the wake of 
population growth and retiring nurses, the number of qualified nurses will still need to be 
maintained, and for this an inflow of internationally qualified nurses will be required to 
23 
 
support the workforce requirement (Gesmundo, 2016). In 2015, 26% of the nursing 
workforce in NZ had gained their basic nursing qualification from overseas countries such 
as the United Kingdom, Philippines, India and Sri Lanka (NCNZ, 2015). DHBs account for 
the maximum concentration of RNs from all ethnic backgrounds as compared to residential 
aged care facilities (NCNZ, 2015).  
One of the challenges in addressing this declining workforce is retaining nurses in their 
practice especially in ARC facilities which has lower pay rates, lower staffing levels and a 
less supportive work environment (Choi, Flynn & Aiken, 2011). Currently, only 9.3% of RNs 
in NZ constitute aged care nurses (Wait, 2016). This can be attributed to various factors 
such as increased privatization of aged care, visualization of older person care as a low 
status work area, lack of organizational support, limited resources and poor staffing ratios 
(Van der Borg et al., 2017). Provision of a supportive work environment is important for 
RNs’ satisfaction as there is evidence suggesting a positive relationship between a positive 
workplace environment and job satisfaction for nurses who are working in residential aged 
care facilities. Increased work demands, poor staffing levels, lower pay rates and job 
security in ARC sector make recruiting and retaining RNs and other care staff very 
challenging (Choi et al., 2011). RNs working in the aged care sector are working on lower 
pay rates compared to their DHB counterparts, which further affects their job satisfaction 
(Boyd, 2016). 
 According to a study conducted in Australia to explore the understanding of nurses of 
“caring”  in ARC facilities revealed that increased work-load and declining staff-patient 
ratios at residential care facilities have an adverse effect on the entire concept of caring for 
nurses (Tuckett et al., 2009). The study involved ARC facilities’ nurses who were asked to 
rank the importance of fifty care behaviours using open ended questionnaires at the end of 
the survey and used content analysis to analyze the findings of the study (Tuckett et al., 
2009). For older people, it is vital that the workforce caring for them should be competent 
and skilled. The quality of the work place environment is significant in planning the 
recruitment, retention and continuation of the nursing workforce (Tuckett et al., 2009). 
Nurses being the care leaders in most aged-care settings, it is important to analyze their 
understanding of “caring” in an ARC setting (Tuckett et al., 2009).  
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An Australian study had findings in four categories, which were system identity, residence 
identity, resident or client identity and staff identity (Tuckett et al., 2009). System identity 
describes the formal work practices that are affecting nurses’ practice choices. The 
majority of nurses included in the study stated that legal requirements of paper 
documentation take most of the time, resulting in “time constraints” for nurses in meeting 
the emotional needs of their residents (Tuckett et al., 2009). Secondly, residence identity 
describes the perception of nurses of their work-place. Most of the nurses in this study 
believed that the residents are at the “centre of their care” and that staff have enthusiasm 
and dedication for their job, which makes them able to embrace the challenges at the 
workplace. Thirdly, resident identity is the area where the older people are treated as part 
of the extended family in a home-like care setting irrespective of their clinical presentation. 
The majority of the sample of nurses believed in treating the residents with dignity and 
respect (Tuckett et al., 2009). Lastly, staff identity refers to self-identification of nurses.  
The majority of nurses included in the study reported job dissatisfaction, which lead to 
emotional outbursts for this ageing nursing workforce in ARC facilities due to the demand 
on nurses to perform well is unexpectedly high with a bare minimum of resources, 
increased workload, insufficiently educated care staff and lower pay rates in achieving 
unrealistic care outcomes, the number of younger nurses working in aged care is declining 
rapidly (Tuckett et al., 2009). All these factors have strong implications for the quality of 
aged care, retention of skilled nurses in aged care and future planning (Tuckett et al, 2009). 
A NZ study (Carryer, Hansen & Blakey, 2010) to assess nurses’ experiences of working in 
aged care facilities similarly found an ageing workforce, low staffing levels, lack of 
professional development support and opportunities, accountability issues, lack of medical 
support in the workplace and lower wages, similar to the Australian findings (Tuckett et al., 
2009). 
Nurses’ job satisfaction in ARC facilities is inevitably reflected in the quality of care for the 
elderly residents (Choi et al., 2011). A fulfilling workplace is represented by high care 
standards, positive multidisciplinary relationships, an encouraging management, adequate 
resources and opportunities for professional development for nurses (Choi et al., 2011). 
Hence, fostering job satisfaction and motivation to work positively is of the utmost 
importance. This will be achievable with sustainable employees’ professional development, 
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which will consequently improve their skills and add to their understanding at work (Van 
der Borg et al., 2017). A Netherlands study suggests meaningful interpersonal 
communication among the staff, positive reinforcements, shared trust and shared 
responsibilities as the fostering agents for good quality care in ARC facilities (Van der Borg 
et al., 2017).  
In all work fields, change is a universal phenomenon. With the advent of newer 
technological instruments, the way performance at work is carried out is also expected to 
be continually evolving. Human perceptions of change depend on the personal experiences 
of any individual giving a range of meanings to these changes which could be in varied 
emotional forms including pleasure, resentment, anger, acceptance, withdrawal, and denial 
etc. (Smith, 2010). Thus, it is expected that the introduction of interRAI has contributed to 
both positive and negative emotions and experiences for nurses working in ARC facilities.  
According to a US study on RNs’ experiences of shifting from traditional paper 
documentation to electronic documentation, it was suggested that nurses prefer transition 
systems that facilitate safe nursing practice, that are easy to understand and implement, 
possible in real time, and allow consistent and accurate documentation, and are supported 
by with evidence-based research (Smith, 2010). Paper based medico-legal recording is 
complicated due to lost or damaged records, accessibility issues and handwriting problems 
which are almost resolved by electronic health recording systems (Smith, 2010). 
RNs’ professional development should be in accordance with their work environment and 
must widen their knowledge base (Pool, 2016). For RNs, it is very important to continually 
undertake in-service training to update their skills and knowledge in order to provide safe 
and evidence-based nursing practice and tools like interRAI are supporting them in 
delivering high quality care (Pool, 2016). The use of technology is on the increase 
nowadays in health care settings with recent studies showing frequent use of electronic 
devices and instruments in patient care. This change may require the nurses to be 
technically competent in using these devices and adopt the change in traditional 
assessment system by performing electronic assessments (Walker, 2016). According to 
Stokes (2016), RNs and care workers in aged care should be paid well and treated as an 
asset as they are the heart and soul of “person-centred care” because their motivation to 
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work in aged care is rooted in their dedication towards the care of society’s most 
vulnerable group. Person- centred care is a culturally appropriate movement which 
develops models of care that focus on increasing residents’ participation in decision-
making related to their care aspects, thus increasing autonomy and respect (Rodgers, 
2016). 
As discussed earlier, with rapid social and economic changes, the need for fiscally strong 
and robust health delivery models is highly recommended. The NZ Best Practice Guidelines 
Group (2003), reported that a wide gap between actual and best assessment systems was a 
major impediment in achieving these models (Schulter et al., 2016). Therefore, a 
comprehensive evidence-based assessment system was identified as the only solution to 
resolve this issue. After the success of pilot project implementation of the interRAI tool in 
NZ in 2004 and subsequent years at different levels of health care such as home care, 
community and residential aged care, the MOH, NZ decided to make it mandatory in all long 
term care facilities in 2015 (Schulter et al., 2016). 
The interRAI assessment systems for aged care are part of the necessary technological 
change highly recommended for contemporary nursing practice (Smith, 2010). Therefore, 
it is important to understand nurses’ experiences of the system. It is also important to 
understand their real impact on nurses at both personal and professional level on nurses. 
Assessing nurses’ experiences is also helpful as the nursing workforce comprises varied 
age groups of nurses, and the introduction of interRAI is not just a mere change in regular 
nursing practice, rather it involves unlearning and relearning a new way of documenting, 
restructuring their thought processes, perceptions and attitudes (Smith, 2010). 
The introduction of major changes at work can lead to adoption issues combined with 
feelings of anger, frustration and decreased job satisfaction that can potentially affect a 
nurse’s ability to work in a safe and competent manner, compromising patient safety 
(Smith, 2010). Hence, it is vital for health organizations to address these attitudes to 
encourage acceptance of the change and decrease conflict, which will also help in 




Registered Nurses and interRAI   
For RNs, interRAI and its practical implementation have been accompanied with many 
challenges and struggles. Barriers have involved nurses’ acceptance of the need for change 
in practice, risk to professional autonomy, fear regarding maintaining privacy of health 
care clients, and increased professional requirements associated with this change 
(Vanneste et al., 2013). Research has shown the relationship between poor work 
conditions and lower quality care outcomes (Kaine & Ravenswood, 2013). 
Since the inception of interRAI, there have been several enablers and challenges that have 
arisen for nurses and the NZ health system. Challenges for nurses in ARC include learning 
about an entirely new tool for residents’ assessments, availability of interRAI training, time 
constraints while performing assessments at the workplace, increased workload and 
workplace expectations for interRAI trained group of nurses (Bateman, 2016). Other 
barriers in the utilisation of interRAI instruments are limited familiarity of clinicians with 
the tool, privacy issues involved in sharing health information across different care 
settings, access to MOMENTUM software and the need to reorganize existing care systems 
to accommodate the use of interRAI instruments in an efficient manner (Heckman et al., 
2013).  
The importance of nurses was highlighted in a 2012 study to assess the inter-rater 
reliability of the interRAI - AC instrument; this states that the content of the assessment in 
interRAI - AC is based on clinical observation, which places nurses in a key role to assess, 
plan and evaluate care for frail older people (Wellens et al., 2012).  
Nurses are also recognizing the benefits of interRAI such as the use of having a 
comprehensive clinical database for new clients, continuity of care, and avoidance of 
doubling up clinical data (Bateman, 2016). One of the other major benefits is that interRAI 
has improved the efficiency of communication across various health disciplines due to its 
multidisciplinary approach, which has provided a detailed understanding of residents’ 
condition thus, enabling better quality of care (Smith, 2010). 
An interRAI project report also reviewed the effects of interRAI implementation on RNs. 
For example, it was stated in the report that inclusion of strong adult learning principles 
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and realization of the fact that RNs are using their personal time for interRAI training 
would have been helpful in providing a positive experience for nurses (Bandaranayake & 
Campin, 2016).  
For nurses, time is the most important factor which affects their acceptance of interRAI due 
to the pre-existing workload in any nursing practice. Hence, the electronic assessment 
tool’s efficiency and degree of integration in existing information technology (IT) play a 
substantial part in predicting its successful implementation (Vanneste et al., 2013). 
In 2010, a report was presented on the findings of the focus groups conducted with RNs 
using interRAI in their facilities in the Canterbury DHB area, as part of the review of the 
ARC interRAI pilot project before its national level extension. It was reported that the 
majority of the nurses perceived the time frame as the negative factor for interRAI as an 
assessment was taking a much longer time to be carried out, but with the increased 
experience of using interRAI this issue was also subsiding (keeling et al., 2013).  
Some of the barriers identified in this review were the availability of the training for the 
RNs working in ARCs and also the number of RNs allocated by each facility for interRAI 
training, additional costs which have to be managed by the providers in ARCs if new RNs 
have to be hired but they are not interRAI trained (Bandaranayake & Campin, 2016). In 
relation to data quality of interRAI assessments from different instruments, a Canadian 
study listed one major limitation about the possibility of having random and systematic 
errors resulting from using prior interRAI assessments of the client which were done 
outside the current level of health care (Hogeveen, Chen & Hirdes, 2017). This may negate 
the detection of actual problems in a client’s health status, therefore shielding the quality of 
care services provided to the client (Hogeveen et al., 2017). These faults in assessments can 
also lead to a miss-interpreted relationship between variables used to assess convergent 
validity, thus depicting incorrect health status of a certain group of older people (Hogeveen 
et al., 2017). For example, the relationship between variables of cognition and physical 
function are found to be different in clients affected with dementia and cerebral palsy 
(Hogeveen et al., 2017). The individual skill and knowledge level of an interRAI assessor is 
also significant in preventing the above stated errors. Therefore, the educational factors 
affecting the implementation of interRAI assessments in terms of using the item and coding 
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information stated in the user modules of interRAI are quite important in generating 
standardized and accurate evidence-based data with a consistent approach (Hogeveen et 
al., 2017). 
A Belgian study (Vanneste et al., 2013) found that several factors like software quality, 
availability of interRAI training, degree of compatibility with other health care systems and 
ongoing IT support are crucial in determining health care professionals’ acceptance of 
interRAI instruments. In addition to this, there is a possibility that the fear of 
standardization of care practice will lead to resistance from the health professionals in 
adopting this newer way of assessment processes along with the potential to lose one’s 
professional autonomy (de Stampa et al., 2018). In relation to this finding, a study 
adjudging the role of interRAI instruments in assessing the frail older person’s needs in 
Canada stated that pre-existing assessment processes at the ARC facility’s level need to be 
revised in order to fully realizing the potential of interRAI assessment systems (Heckman 
et al., 2013).  
Training and Competency requirements for interRAI trained registered 
nurses’ in ARC facilities in New Zealand  
Mandatory training for health professionals is available in NZ at various times throughout 
the year at different sites in both North and South Islands of NZ (interRAI NZ, 2019c). The 
trainee is required to complete a self directed e-learning module prior to attending the face 
to face training. Following completion of the e-learning, there is three days offsite group 
training by an interRAI trainer, pre-requisite to this training is the section readings from 
the Assessor Workbook, interRAI-LTCF coding manual and interRAI CAPs manual (interRAI 
NZ, 2019c). The trainee needs to complete five online resident assessments which are 
subsequently marked by their designated interRAI assessor or tutor. In addition, the 
completion of ten online RELIAS evaluations previously known by the name of Assessment 
& Intelligence Systems (AIS) evaluations is also needed (interRAI NZ, 2019a). Competency 
is achieved by the trainee once all five assessments are approved and a telephone interview 
involving knowledge review regarding coding, CAPs and outcome measures is completed 
with the trainee by the designated assessor (interRAI NZ, 2019c). The process of 
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completion of five assessments by trainees is expected to be completed within eight weeks 
(interRAI NZ, 2019c). An interRAI assessment has to be marked as ‘complete’ within the 
first three days since the assessment was started only with an exceptional circumstance of 
the initial interRAI assessment training (interRAI NZ, 2019c). 
Once interRAI trained assessors are required to maintain their competency by performing 
a certain number of assessments via RELIAS evaluations on an annual basis (interRAI NZ, 
2019c). In addition to this, assessors are required to maintain their respective health 
professional annual competency certificate, perform completion of one assessment in six 
months or minimum of two assessments in a year (interRAI NZ, 2019c).  
Research studies done in France and New Zealand on implementation of interRAI 
assessment systems has revealed that the availability of additional training packages for 
registered nurses to understand the importance of the data from interRAI assessments in 
defining national health system is expected to boost their confidence in contributing to the 
national resource allocation data (de Stampa et al., 2018 & Smith, Whiddett & Hunter, 
2013).  
Summary  
In summary, the above stated literature that presents various aspects of interRAI in terms 
of its history, content, past studies done in different countries, interRAI pilot 
implementation in NZ, ageing as a phenomenon, nurse’s role in performing these 
assessments and its importance for care of older people. Very few studies were found to be 
focusing on nurse’s tryst with interRAI with only one study done in NZ to assess 
perceptions and attitudes of RNs with interRAI - LTCF (Vuorinen, 2017). This study was 
limited to North Island region RNs about their experiences with the above stated tool 
(Vuorinen, 2017). It is important to assess nurse’s perceptions keeping in view that nurses 
are the prime assessors in ARC settings performing interRAI based assessments. Hence, the 
present study is focused on assessing RNs’ experiences regarding interRAI working in aged 
care facilities in Christchurch region of NZ. The following chapter explains the methods 
used in the present study, sampling techniques, recruitment of the RN participants and the 
rationales for using the stated methodology.
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Chapter Three - Research Methodology 
Introduction 
This chapter deals with the research methods applied for the present study. This research 
study is focused on assessing the experiences of RNs who are working in aged care facilities 
regarding interRAI. The methodological paradigm applied in this study is qualitative 
research design with a social constructivist approach. This methodology chapter discusses 
the qualitative design of the study, its theoretical underpinning in the form of social 
constructivism, steps involved in focus group methodology such as formulating a question 
guide, recruitment of participants, data analysis technique used for the study and ethical 
principles involved. 
Qualitative research design fits aptly to this study’s objectives which are mainly centred on 
assessing the experiences of RNs around interRAI. The question and objectives were stated 
as follows: 
Aim  
To assess the experiences of registered nurses working in aged residential care facilities in 
Christchurch about performing interRAI assessments using interRAI MOMENTUM 
software.  
Objectives 
• To explore the positive and negative experiences of registered nurses regarding the 
use of interRAI for their client’s assessments. 
• To identify the factors affecting the registered nurses in performing interRAI based 
assessments. 




According to interRAI NZ (2019), one of the prime goals of introducing interRAI systems 
into aged care is to improve the health outcomes for the older population, it is therefore 
important to analyse RNs’ experiences and their understanding of the interRAI tool. In 
addition to this, findings of this study are expected to generate some evidence-based data 
around the practical use of these health assessments as recognized by interRAI practicing 
nurses. Hence, the present topic appears to be beneficial in terms of improving older 
persons' care.  
The qualitative research paradigm does not conform to the universal meaning of one 
particular concept and values of each individual’s perceptions, thus making it a process 
with indefinite opportunities (Munhall, 2012). Qualitative research uses an emergent 
design which allows the researcher to be flexible in their approach, thus making the 
research process more realistic and authentic in terms of viewpoints of their participants 
(Polit & Beck, 2017). An experience can be a recountable story of an event and its details by 
a person from his or her perspective which may be susceptible to human errors as it is 
based on a memory process of the individual (Hurlburt & Schwitzgebel, 2007). It is not 
necessary that every individual see a particular phenomenon or change in practice in the 
same way; it might be perceived as positive, negative or a neutral experience. Hence, this 
study gives RN participants the opportunity to express their views in terms of their 
experiences with this multifaceted assessment system called interRAI.  
Social constructivist paradigm as theoretical underpinning 
Social constructivism upholds the viewpoint that every individual experiences and 
provides unique meaning to the activities in the social world which are as valid and 
respect-worthy as any other individual’s (Crotty, 1998) Nursing as a profession has come a 
long way in terms of its transition from a hospital- based three-year diploma course to an 
academic profession in a university setting (Munhall, 2012). Nursing as a work culture has 
bestowed the nurses who are entering this profession with an inherited “system of 
intelligibility” which provides them with preconceived meanings of things (Crotty, 1998, p 
54). This provides nurses with some set of standards they are required to possess as 
professionals. On the other hand, nurses as individuals also have the ability to construct 
their own meanings of the realities in the nursing world (Crotty, 1998). From a sociological 
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perspective, it can be stated that pre-existing value-systems generated over the years have 
become integral to the profession which prevents the individual from having any 
engagement with the realities in the social world, therefore acting as a barrier (Crotty, 
1998). Similarly, nurses who have a more theoretically based approach to their practice are 
preoccupied by the existing norms in the nursing profession, which sometimes make them 
rigid about accepting changes in ongoing practice (Crotty, 1998). Learning and using the 
interRAI assessment tool is undoubtedly a unique experience for every RN, which supports 
the theme of constructivism (Crotty, 1998). Hence, the constructivist paradigm appears 
suitable for this study.  
Social constructivism takes an ontological perspective, asserting that realities can be 
multiple and subjectively constructed by the individual (Polit & Beck, 2017). It is an 
inductive and emergent process which creates insights from participants' experiences 
(Polit & Beck, 2017). This design is based on the reconstruction of new ideas and structures 
by the person rather than ideas being passively received by them from the social world (Liu 
& Chen, 2010). According to Polit & Beck (2017) a social constructivist approach is based 
on the inherent quality of human beings to create and organize their reality through their 
own experiences which are helpful in describing the phenomenon of interest (p.10). This 
paradigm appropriately fits the current research topic, as adopting interRAI as the sole 
assessment criterion challenges nurses accustomed to traditional assessment approaches 
in terms of generating new knowledge and developing newer skill sets.  Also, a 
constructivist paradigm allows the findings to be a result of interactive inquiry between the 
researcher and the participants which is in line with the method of data collection in this 
study (Polit & Beck, 2017). Therefore, the researcher has adopted social constructivism as 
the paradigm for this study.  
A challenge in today’s times is the delivery of evidence-based health care for all sections of 
the society. The globalized world needs partnerships among health care providers in an 
effort to provide the best care possible based on latest developments in the health field 
(Philpott & Batty, 2009). Therefore, the current generation of health professionals needs to 
be trained in a comprehensive manner which equips them with a scientific and 
technologically sound knowledge base and skill set (Philpott & Batty, 2009). Social 
constructivism is suitable for the present study as a research approach as in consideration 
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of all the media through which adults learn, the best medium remains learning through 
interaction (Philpott & Batty, 2009). The research paradigm of social constructivism can be 
applicable to all domains of adult learning as it helps in creating knowledge, skills and 
attitudes through verbal communication among learners, and provides them with the 
opportunity to learn even among a group with discordant beliefs (Philpott & Batty, 2009). 
In relation to the present study, by adopting a social constructivist lens participants would 
be expected to experience a new interface with technology and assessment tasks that may 
be beneficial in creating new knowledge. Furthermore, in regards to interRAI, the nurses 
are interacting with the world in a digital climate and thus shaping new experiences which 
leads to new actualization of their experiences.  
In the field of health care, where global interaction among health professionals is important 
in achieving positive health outcomes for society, a tool like interRAI can be conducive to 
international knowledge sharing and creating new learning through this social discourse 
(Philpott & Batty, 2009). 
Social constructivism focuses on learner-centred experiences which are the current 
teaching-learning approach (Kala, Isaramalai & Pohthong, 2009). The present topic of 
study involves assessing nurses’ experiences around interRAI which is an electronic 
database requiring nurses to be competent with an electronic or computer-based learning, 
so constructivist paradigm could prove beneficial in creating positive learning outcomes 
for computer-based learning media (Kala et al., 2009). Applying a constructivist view to 
this study could be significant in terms of suggesting ways to improve nursing care through 
electronic medium instructions by maximizing nurses' use of the interRAI tool (Bryant & 
Bates, 2015). In addition to this, the social constructivist paradigm can be applied in 
interRAI training programs so that nurses can utilize the interRAI instruments’ full 
potential by generating meaningful dialogues while in the training period (Bryant & Bates, 
2015).  
RNs are offered a challenging yet significant learning opportunity via interRAI in their 
career pathway that can stimulate new learning and interest in a social nursing community 
which aligns with the theoretical paradigm of social constructivism (Garrity, Jones, 
Vanderzwan, Rocha & Epstein, 2014). Learning happens in the best way in a heterogeneous 
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group as each participant brings a unique set of ideas and views which leads to dialogue 
and discussion resulting in knowledge creation (Philpott & Batty, 2009). In view of learning 
about an international assessment system, nurses coming from different nursing 
backgrounds, nationalities and experience levels can create a rich learning environment, 
which is one of the attributes of a constructivist foundation (Bryant & Bates, 2015). Also, 
constructivists believe that learners from multiple cultures offer the opportunity to bring 
unique attributes to a particular topic (Philpott & Batty, 2009). This feature of the 
constructivist design is applicable to the topic of the current research because the 
population of registered nurses who are working with interRAI in NZ comprises different 
ethnicities. Hence, constructivist approach has a tendency to create a culture of 
engagement for a socially homogenous group of nurses. 
In a social constructivist approach, the added dimension is that of a social interface which 
is not possible in an online or an electronic learning medium alone. Therefore, adopting 
this foundation to the current topic seems constructive (Philpott & Batty, 2009). Learning 
is a social process that involves interaction and engagement among group members. In 
view of the present study, the topic of interest is interRAI around which the nurses’ 
experiences will be analysed. Therefore, the social constructivist approach aligns with the 
methodology of the study of the experiences of nurses who belong to socially diverse 
groups with a common topic of discussion (Garrity et al., 2014). 
The interRAI assessment system is an electronic assessment tool that requires the nurses 
to be computer skilled. This feature of the tool raises questions in terms of individual 
registered nurses’ age and technological interest, as there is a perception that accepting 
this form of electronic system is easier and more readily acceptable to “millennial” nurses 
as compared to older nurses (Garrity et al., 2014). The interRAI assessment system has a 
component of electronic learning and nurses trained in performing interRAI assessments 
need to be evaluated in terms of satisfaction and perception to assess the magnitude of 
benefits they have gained from performing these assessments. A similar study was 
conducted to analyze the nursing students experiences’ of using online teaching courses 
which provided themes such as computer confidence, flexibility and active learning (Kenny 
as cited in Kala et al., 2009). Likewise, other study identified that constructivism as a 
paradigm is beneficial in informing formation of electronic learning experiences to yield 
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positive learning outcomes and developing critical decision making skills (Kala et al., 
2009).  
RELIAS or AIS (as known earlier till 2018) evaluation system is a medium for interRAI 
assessors and trainees to assess their understanding of coding when performing interRAI 
assessments (interRAI NZ, 2018). Online RELIAS evaluations are made available annually 
for interRAI performing registered nurses as means of maintaining their competency to 
perform interRAI throughout the year (interRAI, 2017). These evaluations also have an 
online component with a limited number of trials for nurses while doing interRAI 
competency questionnaires. To minimize such barriers, interRAI facilitators need to create 
active and social learning opportunities based on constructivism as a theoretical 
foundation. Hence, adopting an adult learning theory in interRAI system implementation 
can create a confident learning experience for all RNs (Kala et al., 2009). These instances 
support the use of social constructivism for the current topic. 
Social constructivist theory allows nurses to be at the centre of this social learning process 
which promotes encouragement and building of understanding in nurses regarding the 
topic of interest (Kala et al., 2009). For new interRAI entrant nurses, this social learning 
concept of the social constructivist approach is really advantageous as it allows self-
reflection, enabling them to utilize creative thinking in newer knowledge base creation in a 
socially conducive environment. 
In the current age of social media, the constructivist paradigm focuses on utilization of the 
technological advancements in facilitating new learning. Also, technologically advanced 
devices have the capacity to shape the learning process (Schrader, 2015). Therefore, at the 
present time interRAI adoption by nurses as technology-based assessment criteria blends 
perfectly with a social constructivist approach (Schrader, 2015). On the other hand, some 
learners may be limited in using technology-based tools due to less technological 
competence. This can be resolved successfully by facilitating interactions in a group with 
diverse set of learners with a common goal to learn interRAI; this feature is at the very 
heart of a socially constructivist foundation (Schrader, 2015). 
The present generation of nurses trained at a time when there is a common use of socially 
and technologically advanced media possibly desire and expect to have newer and more 
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creative ways of practising nursing that are relevant and appropriate in the current social 
setting (Schrader, 2015), just as nurses who were first trained decades ago would also need 
to upgrade their training to be competent to practise with the changing amid increasingly 
technological nursing scenarios. This view also fits the social constructivist paradigm 
(Schrader, 2015). 
In a social constructivist setting, society plays a very important role in crafting individuals’ 
capability to learn (Liu & Chen, 2010). Social learning involves participation in knowledge 
construction. Any tool has a capability to trigger cognitive transformations in learners. It 
has two effects on the minds of learners: one is learning how to use a tool and other is that 
this new learning further affects the tool utilization by the learner (Salomon & Perkins, 
1998 as cited in Liu & Chen, 2010). Once a learner becomes accustomed to a particular tool, 
its utilization is expanded and the outcome is evident when the cognitive load in any 
specific task is shared between people and devices (Pea & Perkins, 1993 as cited in Liu & 
Chen, 2010). Also, tools or devices have the ability to transform the learner’s thinking. 
Hence, in terms of the present study, RNs using an interRAI tool could potentially 
transform their learning tendencies, which possibly can establish better health assessment 
criteria and other aspects of health-care (Liu & Chen, 2010). 
Focus group interview as a method of data collection 
Focus groups interviews were used as means of data collection for the present study. This 
kind of interview serves the purpose of collecting data from the participants in a group 
setting which is semi-structured and mainly focused on the topic of interest (Gawlik, 2017). 
Focus group methodology gives the freedom to participants to frame their responses by 
interacting with other group members (Gawlik, 2017). For the researcher the focus group 
technique allows for framing open-ended questions without suggesting possible outcomes 
to the group, and also facilitates discussing certain topics in detail by raising further 
questions (Gawlik, 2017). 
In conducting focus group interviews, stimulation is the key factor which helps in 
generating unique information or data from the group. Stimulation also encourages 
participants to confront their own views by listening to the responses of other group 
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participants, which encourages a particular group member to react by sharing their own 
thoughts and ideas about the topic under discussion (Gawlik, 2017). 
Focus group interviews have been selected in this study as an appropriate method for 
investigating the topic with RNs. Focus groups are an ideal choice of data collection in 
qualitative research by which data is collected from a homogenous group with one topic of 
interest (Jayasekara, 2012). The prime purpose of a focus group interview is to explore the 
views, ideas and experiences of participants on the chosen topic (Gill, Stewart, Treasure & 
Chadwick, 2008). This method is frequently followed in health-care studies as it allows for 
the interactions of participants to generate new as well as spontaneous information which 
may not have been considered pertinent before (Gill et al., 2008). Focus group interviews 
provide a permissive and non-judgemental environment thus preventing any power 
dynamics (Ivanoff & Hultberg, 2006). Further, having some degree of homogeneity in the 
group allows for better rapport among the participants and remove power imbalance as in 
the present study, the focus group constituted of aged care RNs who were performing 
interRAI at their workplace (Traynor, 2015). The technique also provides a listening 
medium to the participant’s experiences regarding a certain phenomenon (Traynor, 
2015).Focus group fits into social constructivist paradigm in a sense that it allows for 
constructing and exploring the new understanding of a topic of discussion in a social 
environment. 
Focus group technique has theoretical underpinnings in an interpretative paradigm which 
helps in generating new concepts from people’s point of view. It gives respect to the ideas 
and subjective feelings of the individual participants in a social setting, which also aligns 
with a social constructivist approach (Jayasekara, 2012). Focus groups have the ability to 
tap into various human tendencies, perceptions, and attitudes regarding the concept under 
study while facilitating interaction with other people (Krueger, 1994).  
Group interaction is the key feature of a focus group as it allows for group dynamics that 
can lead the research into unexpected directions which may otherwise not emerge (Webb 
& Kevern, 2001). Focus groups are one chosen way of gathering data in nursing and other 
health field studies due to the fact that they provide an opportunity for health professionals 
to learn something new while sharing, debating and challenging the existing knowledge 
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around a particular topic (Jayasekara, 2012). In a focus group, the researcher can facilitate 
interaction among group participants, which is one of the epistemological characteristics of 
focus group methodology (Ivanoff & Hultberg, 2006). 
A focus group interview technique was considered appropriate for this study because it 
facilitates the detailed understanding of the phenomenon under scrutiny as compared to 
the quantitative methods of questionnaires (Gill et al., 2008). The homogeneous nature of 
the focus group in terms of occupation would ensure participant interaction because of 
their similar experiences (Jayasekara, 2012). Focus group data collection strategy was 
considered appropriate for a homogenous group of RNs working in ARC settings as it 
appeared conducive to comfortable group dynamics, sharing common phenomenon of 
interest of the interRAI (Polit & Beck, 2017). Focus group participants are selected on the 
basis of their common interest, knowledge and experiences around the topic of interest, 
thus RNs who were interRAI trained working in ARC facilities were selected in line with the 
chosen study topic (Ivanoff & Hultberg, 2006). The sole purpose of a focus group is to 
generate interaction and stimulate thought processes in participants that can contribute to 
the development of evidence-based interventions in health-care field. In relation to the 
present study, this can be beneficial as the data collected by a focus group of RNs regarding 
their experiences with interRAI can be helpful in understanding the positive or negative 
changes within the nursing practice since the inception of interRAI, which can potentially 
inform the existing norms and practice (Ivanoff & Hultberg, 2006). 
Sampling 
Purposive Sampling 
Purposive sampling is a typical sampling technique used in qualitative research where a 
researcher chooses the participant because of the qualities they possess (Etikan, Mussa & 
Alkassim, 2016). The participants considered most informative about the topic of research 
study, available and who are also willing to participate are selected under this sampling 
technique (Etikan et al., 2016).  
The present study followed the homogeneous method of purposive sampling and also used 
volunteer sampling to get the target sample of RN participants were chosen who had 
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worked with interRAI for more than six months in ARC facilities in Christchurch were 
selected for the focus group interview (Etikan et al., 2016). The researcher did not intend to 
generalize the findings from the sample to the population (Maxwell, 2013 as cited in 
Guetterman, 2015). The main aim was to gain maximum data from the participants as 
possible. The sample size or number of participants of the present study was seven. The 
number of participants was kept tentative and the final seven consented participants were 
recruited when no new interests were received after two advertisement trials in a nursing 
journal and placing the adverts in few ARC facilities in Christchurch.  
Focus group participants were belonging to four different ARC facilities in Christchurch 
including both small and large facilities. Due to financial constraints, it was not possible for 
the student researcher to recruit RN participants from outside Christchurch region. Hence, 
the decision to include RNs from Christchurch ARC facilities was made.  
Steps involved in focus group methodology 
Recruitment of participants 
The participants were recruited by advertising in the New Zealand Nurses Organization’s 
(NZNO) journal Kai Tiaki. The advertisement was first published in the February issue, 
2018 (Appendix-3),  
After the round of first advertisements, no potential interest was received. A second 
reminder was given in the same journal for their next month issue, after which three 
expressions of interest were received. Although, none of these agreed to participate. 
 After consultation with supervisors, it was decided to place posters in various ARC 
facilities in Christchurch with the addition of a snowballing approach. Snowballing 
approach uses the strategy by which the existing participants in the study suggest to others 
that they might participant and those RNs than contacted the researcher indicating their 
interest.  Nurses who fitted the inclusion criteria were then included in the study 
(Llewellyn, Sullivan & Minichiello, 2004). This resulted in twelve expression of interest. 
The interested participants were informed about the inclusion/ exclusion criteria of the 
study, through the information sheet following which eight participants agreed to join but 
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eventually seven participants were recruited for the focus group interview for the present 
study. 
The information sheet (Appendix-1) and consent form (Appendix-2) were sent online to 
the interested participants. Seven signed consent forms were received. The participants 
were informed of the date, time and venue of the focus group. The venue of the Centre for 
Postgraduate Nursing Studies, Christchurch, was chosen to provide a neutral, quiet, 
comfortable setting to avoid preconceptions in the participants (Gill et al., 2008). 
The participants who expressed interest for participation were informed through the 
information sheet regarding audio taping of the interview for data analysis purposes and 
about process of maintaining confidentiality and anonymity of the individual identities of 
the RN participants.  
Selecting the participants 
The size of the one focus group conducted as part of the present research topic consisted of 
seven participants; eight originally consented but one participant could not attend due to 
personal reasons and informed the student researcher a day before the focus group. The 
RNs came from different ARC facilities in Christchurch. A focus group’s optimal size is 
usually considered to be between four and twelve participants because this is large enough 
to facilitate discussion and also prevent data saturation at the same time (Jayasekara, 
2012). The questioning session lasted for approximately 1.5 hours with a guide of open-
ended questions from the question guide sheet.  
Selecting a moderator 
Two facilitators led the focus group, the student researcher and the moderator who set 
some ground rules for discussion such as not speaking over another participant, to be 
respectful of the viewpoint of others, maintaining confidentiality and inviting input from 
quiet members of the group (Polit & Beck, 2017). The moderator involved in the study was 
also pursuing a Masters in Nursing Sciences from the University of Otago, Christchurch. The 
group was provided with regular reminders from the moderator to keep the focus on topic 
of discussion  
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Actual running of the focus group for the present study 
For the current study, the open-ended question guide sheet (Appendix-5) was used to elicit 
responses from the focus group which were in sequence from general to selective based on 
the guidelines related to their general background of nursing practice, basic understanding 
regarding interRAI and about their experiences of using interRAI, positive and negative 
implications (if any), barriers or obstacles perceived, average number of assessments in 
certain time period (Gill et al., 2008). 
For conducting a focus group interview, the researcher formulated a series of open-ended 
questions for allowing more open responses to get a deeper understanding of their 
experiences with interRAI. The student researcher asked the questions during the focus 
group interview and prompted points for continuing related discussion to get varied data 
from the participants. The questions were kept simple for easy understanding of the focus 
group participants. The student researcher incorporated feedback from supervisors of the 
student researcher before finalising the question guide sheet (Appendix-5). 
A demographic questionnaire (Appendix-4) with demographical details was completed by 
the participants before beginning of the group interview and their views and quotes were 
audio taped to be transcribed later as part of the focus group methodology (Jayasekara, 
2012). In line with the “common goal” characteristic of the focus group, the participants 
comprised RNs who shared common characteristics relevant to the phenomenon under 
study that is “interRAI”, which is practised by RNs as a compulsory comprehensive geriatric 
assessment system in all ARCs in NZ. Hence, the focus group consisting of RNs performing 
interRAI assessments in their workplace was selected for the data collection phase of the 
study. 
The inclusion and exclusion criteria were set prior to the proposed plan of the study. 
Inclusion criteria included RNs holding a current practising certificate and having worked 
in ARC settings in Christchurch for at least one year, competent in English language and 
performing interRAI assessments for at least six months in their workplace.  
Exclusion criteria were RNs working for less than a year, not trained in interRAI, not 
performing assessments at work and RNs who were on sick or parental leave. 
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After the completion of the interview, all participants were thanked for their participation 
and informed that they would be sent a report of the findings at the completion of the 
study, if they wished for this.  
Data Analysis 
After the completion of the interview, the audio taped data was sent to a professional 
transcribing service for transcribing the data for data analysis purposes. For the current 
study, thematic analysis was chosen as the preferred method which is one of the methods 
of data analysis in the qualitative paradigm. It is a method which involves identifying 
themes or patterns in the data collected (Braun & Clarke, 2006). It is a theoretically flexible 
method because selecting patterns in any language does not need any specific theoretical 
framework (Braun & Clarke, 2006). The qualitative studies are mostly conducted with an 
aim of gathering an understanding regarding a particular phenomenon, thus requiring the 
researcher to be flexible and adjusting (Vaismoradi, Turunen & Bondas, 2013). Hence, 
social constructivism and thematic analysis falls fits well with this approach of qualitative 
design. Thematic analysis also aligns with the social constructivist paradigm of the chosen 
study topic as it is essentially independent of the theory and epistemology and involves 
evidence that is selected by the researcher (Clarke & Braun, 2013). 
Braun and Clarke’s (2006) thematic analysis is a descriptive approach to data analysis in 
which the data is analysed by identifying and reporting patterns or themes (Vaismoradi et 
al., 2013, p. 400). Thematic analysis is a flexible method as it provides a rich yet complex 
data set with common threads in the interview (Vaismoradi et al., 2013). It also allows the 
researcher to give their meaning to data in the particular context under study (Vaismoradi 
et al., 2013). 
 Braun and Clarke’s (2006) thematic analysis constitutes of six stages which are as follows: 
The first step is becoming familiarised with data by reading and re-reading the material 
several times. Secondly, codes are generated by highlighting the important features of data 
by adopting an analytic approach. Thirdly, the researcher looks for themes which show a 
coherent pattern related to the research aim. The fourth step is reviewing each theme and 
the relationship between the themes and begins the process of theme development. The 
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fifth step involves analysing each theme and understanding the essence of that theme by 
giving it a relatable and informative name and lastly, producing a written report to inform 
the reader about the generation of the data in the context of the existing literature (Clarke 
& Braun, 2013).  For data analysis process, the student researcher read the transcripts 
multiple times to get familiarized with the data. Codes were given to the common items 
which were closely linked with the research question. After coding, the preliminary themes 
were defined by identifying the codes which were overlapping in multiple themes. Data 
associated with each theme was colour-coded and reviewed for distinctiveness and 
coherency. Later, subthemes were identified and reviewed. 
Thematic analysis as discussed above with an inductive approach to the process of coding, 
deriving themes and analysing these themes was used for analysing the data collected from 
the focus group interview for this research project. 
Ethical Principles for the present study 
Ethical considerations are important for any research study, whether qualitative or 
quantitative related to human life. Ethics are sets of principles that guide any research 
involving humans (Munhall, 2012). These are followed in any human research to protect 
the rights of the participants and place an obligation on the researcher to conduct the study 
in an ethical manner (Polit & Beck, 2017). For this study, ethical approval was received 
from the University of Otago, Human Ethics Committee in 2017. The participants were 
provided with the opportunity to ask any questions related to study via emails or calling on 
the number provided in the information sheet prior to seeking consent for participation. 
The audiotapes were destroyed after transcribing. 
The ethical principles adhered to in this study are the right to self- determination, right to 
full-disclosure, and justice involving the right to privacy (Polit & Beck, 2017). 
Right to self-determination 
This principle refers to the fact that the participants are free to decide to take part in a 
study on an entirely voluntary basis (Polit & Beck, 2017). This principle has been followed 
during this course of study as all the RNs were selected to participate after they 
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volunteered on reading an advertisement in a nursing journal. No one was forced in any 
way to agree to participate. 
Right to full information  
This ethical principle underpins the fact that every participant has the right to make an 
informed voluntary decision which is made by them after receiving full information via the 
information sheet and the opportunity to have any questions answered by the researcher 
regarding the study (Munhall, 2012). In this research project, all the interested participants 
were sent an information sheet stating all the information related to the aim, objective, 
exclusion/inclusion criteria, storage of data, ethics for this project and other related 
information. The participants were contacted for all their questions through emails and 
phone contact student researcher prior to giving consent for participation in the study. 
Privacy and anonymity 
This principle is that participants should be treated fairly irrespective of their class, age, 
gender, social and economic stature (Polit & Beck, 2017). The present study respected this 
principle by treating every participant fairly and respectfully, even in the event of one 
recruited participant later declining to participate. The participants were sent an 
information sheet via an email with the information on inclusion and exclusion criteria of 
the study(Appendix-1) and the consent form (Appendix-2) where they were provided with 
all the required information related to the possible risks associated with participation and 
the way these would be minimized (Munhall, 2012). The interested participants were also 
provided with the email address and phone number of the student researcher to facilitate 
questioning prior to seeking consent. Once the nurses/ participants signed the informed 
consent, then the focus group was convened. Demographic data was collected prior to the 
start of the focus group interview for statistical purposes only.  
The present study maintained participants’ privacy in the storage of identifying 
information, the data analysis phase as the participants were given pseudonyms and their 
details will be kept pass word protected, thus confidential and anonymous. The data 
transcripts and recording will be kept in CPGNS, University of Otago, Christchurch for a 
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period of five years, only accessible to authorized individuals. After five years, it will be 
destroyed as per University policy. 
Risks associated with participation in the current study 
Some of the risks for RN participants associated with the current study were self-
disclosure, possible fear of the unknown nature of the setting and other participants, 
emotional distress, and discomfort regarding expressing views on professional aspects of 
work (Polit & Beck, 2017).  These were minimized by allowing full support before, during 
and after completion of the interview in form of consultation and friendly peer group 
environment. Also, participants were advised about handling of the data, maintaining 
confidentiality and not discussing information from the focus group in the outside world. 
In addition to the above stated risks there is one more limitation of focus group strategy is 
that interaction among participants might be limited due to power imbalance, such as in 
social class, job stature, race and gender, which could possibly inhibit the less empowered 
members of the group from expressing themselves (Jayasekara, 2012). As far as possible 
this risk was prevented in the current study by informing participants about the 
confidentiality and anonymity principles to be followed during data analysis phase of the 
study.  
Summary 
This chapter has set out all the aspects of the research paradigm, the rationale for the 
qualitative methodology with a social constructivist approach and the sampling technique. 
In addition to this, the recruitment of participants, planning and implementation of the 
focus group and ethical principles followed in the present study were also discussed.  
The next chapter of findings presents the themes and subthemes outlined from the data 
analysis of the present study’s focus group interview.
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Chapter Four – Findings and Analysis 
Introduction 
This chapter discusses the findings or results from the focus group of the present study. 
Thematic analysis is a method of data analysis used in qualitative research studies to 
identify and analyse common themes in the data (Clarke & Braun, 2013). This technique of 
data analysis is considered appropriate by many researchers due to its theoretical 
flexibility as it can be applied to various theoretical frameworks (Clarke & Braun, 2013). 
Furthermore, this analytic method can be applied to research questions ranging from 
people’s experiences to construction of any particular phenomena, and further in analysing 
transcripts of interviews carried out with small or large data sets (Clarke & Braun, 2013). 
Hence, this method was chosen for the present study as it involves analysis of the 
transcripts generated from a small focus group interview with an aim of understanding 
experiences of RN participants working at rest home, general hospital, dementia rest home 
and psycho geriatric levels of care in ARC facilities regarding interRAI.  
Data analysis of this study was undertaken using Braun & Clarke’s (2006) Thematic 
Analysis which includes giving major themes and codes to the data collected during the 
participants’ data to produce the results of the study (Vaismoradi et al., 2013). The findings 
comprises of four major themes including RNs’ positive experiences and engagement with 
the interRAI tool, challenges with interRAI, professional and system related barriers faced 
by RNs while performing interRAI assessments and the need for a single unified 
assessment system. The subthemes are discussed under each major theme heading. 
Focus group participants’ characteristics 
The inclusion criteria for the focus group participants were checked against the data on the 
questionnaire (Appendix 4). At the time of the focus group, the seven participants were all 
female RNs working in ARC facilities in Christchurch in the month of April 2018. Four out 
of seven RN participants were working in senior nursing roles (were working in the NZ 
aged care sector for over five years) and three were working as RNs for more than one year 
at least at the time of the focus group interview. All of these RNs were completing interRAI 
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assessments on a regular basis at their workplaces. Demographically, four out of seven 
participants were aged between 30-34 years and one nurse each aged between 25-29 
years, 40-45 years and 50-54 years ranges. One participant had diploma in nursing 
qualification, one had a post graduate certificate qualification and five participants had 
bachelor of nursing degree qualification. All participants were using interRAI assessments 
at their workplace for at least six months. All participants were working in ARC sector in 
NZ for at least one year with one participant having twenty-nine years of experience in 




RNs’ positive experiences and 
engagement with the interRAI 
tool. 
Basic understanding of the interRAI tool 
Multidisciplinary features of the interRAI tool 
Comprehensive client centred assessments 
Challenges with using 
interRAI tool 
Mandatory and time consuming nature of interRAI 
assessments 
Limited implementation of interRAI in New Zealand 
Increased workload on registered nurses working in ARC 
facilities 
Professional and system 
barriers faced by registered 
nurses 
Organisational barriers 
Representations and perceptions of the profession of Nursing 
Technological barriers 
Preference for paper based assessments over interRAI 
assessments  
Need for a unified standard 
assessment system 




Theme 1: RNs’ positive experiences and engagement with the interRAI 
tool. 
RNs in the focus group expressed various positive experiences of using the interRAI tool. 
Five RN participants in the group shared the benefits of using interRAI assessment system 
in ARC and two RN participants agreed with the statements given by the rest of the group. 
These positive findings were suggested by their views in regard to their basic 
understanding of interRAI as an assessment tool, the multidisciplinary features of the tool 
and the comprehensive nature of interRAI assessments at acute, community and 
residential levels of health care.  
Basic understanding of the interRAI tool 
Five RNs in the group mentioned their understanding of the interRAI tool which presented 
their positive learning experiences with interRAI. The participants demonstrated the 
understanding that interRAI as an assessment tool is like a live document which describes 
the journey of the older person along the continuum of health care. The participants also 
recognised the holistic nature of interRAI assessments, which are client-focused in terms of 
assessing the older person regarding a particular function or as a whole. The interRAI 
assessments are completed using the past and present history of the older person as they 
move through community, acute and residential levels of health care. This can be 
understood from the following participant quotations: 
It's an international assessment tool for different areas of health care. (P1) 
 
I find it really helpful as well for us to see how much the person changed.  
Like for those people who have been in the community and then you see that 
when they come to your facility they’re completely different, so when you’re 
doing first assessment and you can say, “Oh he has actually changed a lot 
because as per the community assessment, this is what’s happening but now 
he’s like this. (P4) 
 
I think the interRAI for me is an advantage as well because you can actually 
see when    the person has gone into an aged care itself coming from the 
community, so it’s an assessment not only for us but actually when the 
person actually is taken care of, but certain agency in the community, so it is 
very helpful. (P2) 
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Therefore, from the above stated quotations from the focus group it can be stated that RNs’ 
understanding of interRAI tool is positive in terms of understanding the tool’s applications 
and benefits in documenting the older person’s journey. 
Multidisciplinary features of the interRAI tool 
The participants discussed multidisciplinary qualities of the interRAI tool. These involve 
features such as the enhancement of care team participation by providing opportunity to 
utilize and get input from health care assistants during the three assessment periods and in 
between the assessments. Also, the interRAI tool becomes more appealing for care staff as 
it provides them with the opportunity to participate actively in the person’s care regimen 
by undertaking and documenting active observations of any acute or potential changes in 
an older person. This process also helps the nurses in maintaining a positive work 
relationship with the health care assistants’ team. In addition, an interRAI assessment has 
sections requiring information on visits from doctors, physiotherapists, and dieticians 
along with other certified practitioners, making it a multidisciplinary tool, as the following 
quotations demonstrate: 
Because the health care assistants [HCA] see RNs’ coding, they want to know 
what we’re doing, what this tool is, what it’s about, and then teaching them 
how to get data and come back to you with the right terms and functionality 
is actually more accurate than one nurse for 20 to 40 hospital residents never 
having a chance to have as much one on one patient face to face, so it’s used 
at our facility with senior HCAs actually coming back to you with information 
before you even asked, so they’re more observant and see its attraction for 
the health care assistant and the patient. (P1) 
 
At times they [health care assistants] have to be RNs eyes and ears and then 
it cued into changes more acutely now because of interRAI tool than before. 
(P1) 
This tool is helpful in highlighting the areas of the client’s assessment that need attention 
and specific care provision by giving them the numerical scores. For example, if the pain 
scale score is at its higher limit while assessing it against the given range (0-4) in the tool, 
this indicates that the older person is having a significant pain issue and needs proper 
medical and nursing interventions. In addition to this, interRAI helps in evaluating the 
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progress or decline in an older person, in terms of their physical and psychological 
functions, alongside the trajectory of transition of care in various health care settings. 
So interRAI, I find is a good tool for us to really know what areas we can 
assess and yes, that we would all have the same areas to look out for. Like 
you need to look at the function of the person and the nutrition so that makes 
sure that we don’t lose anything. (P4) 
 
I think interRAI is a great tool really to see the patient as a whole. I would say 
that it is easier to actually see the triggers, so I would say the warning signs 
of this person, who has, let’s say has a higher risk for injuries or high risk of 
falls, you can actually literally see the scores and by that you can actually 
derive in your care plans unlike in the past. We have to really write down 
what we have in mind in the 17 pages of paper as the care plan.  So the tool 
itself gives the nurse a quick picture of the patient and then you can give 
more time in how to actually plan your interventions accordingly to your 
assessments. (P2) 
Hence, interRAI as a tool has characteristics that allow it to generate all the information in 
one assessment from doctor, physiotherapist, dietician and community services visits 
during a particular assessment period.  
Comprehensive client centred assessments 
This sub-theme discusses the comprehensive nature of interRAI assessments. From the 
data collected this appeared as one of the positive experiences of nurses using interRAI in 
that the completed assessments constitute the complete medical and psychosocial history 
of the older people. This comprehensive assessment was particularly helpful in the case of 
older people who come to a residential level of care with no known family member or 
friend in the community. The history gathered from previous interRAI assessments done in 
the community or during an acute level of care was found to be significantly useful for 
understanding the individual care needs of that person. The quotations below can explain 
this point: 
For me interRAI is more than the assessment itself. It’s more of the history 
past and present history, it’s more of looking the different situation or the 
condition of the person like few years back, comparing to what his condition 
or her condition at present. (P5) 
 
I find that it is very useful especially for residents who don’t have family 
members and not a lot of people to talk to.... the more comments that are on 
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interRAI, the better.  It is very helpful for us to really get to know that person. 
(P4) 
Thus, according to the current study’s participants, it can be concluded that interRAI is 
beneficial for assessing, planning, implementing and evaluating person-centred nursing 
care plans as it allows the nurses to effectively utilize and implement the recommendations 
suggested by individual interRAI based assessments.  
Theme2: Challenges with using interRAI tool 
As every new change has both positive and negative reviews, introduction of interRAI 
assessments in ARC facilities has also been accompanied by some challenges for the 
participants and therefore some challenging and negative experiences are presented in the 
sub themes presented below: 
Mandatory and time consuming nature of interRAI assessments 
RNs in the group presented some views regarding interRAI assessments being lengthy and 
time consuming which require additional time away from the floor area to be completed. 
These demands in turn can at times lead to feelings of stress and anxiety in nurses as they 
struggle to meet the required due date of completion for interRAI based assessments 
alongside ongoing everyday nursing practice. In addition, the other challenge discussed 
was how to retain the existing senior nursing workforce in ARC sector as there are nurses 
who do not want to reduce their actual client contact time to complete these interRAI 
assessments. There are those who have started to leave the profession as they do not want 
to be involved in learning a new technologically advanced tool such as interRAI. Some of 
these issues have emerged as major challenges with the implementation of interRAI in aged 
care settings, as quotations presented below indicate: 
I find it more it’s like time consuming than our previous assessment, the 
paper assessment.  It’s a good thing as well because you can thoroughly 
assess the patient but your time management, you need to be very wise with 
your time management, yeah it’s just time consuming sometimes. (P3). 
 
Several senior experienced dedicated and caring nurses have left the 
profession because they just don’t want to be away from the patient 
interface. They know the value of the data and it needs to be done for 
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surveillance purposes, data collection, but they’ve just given up because it 
takes them away from their patient group, their patient interface too much. 
(P1). 
 
I am finding we are in now mature nurses [participant mentioned about 
senior RNs who have been working for many years]. Some of the other 
mature nurses wouldn’t actually involve their time to learn the technology 
and that puts them away from the new trends of how to assess a resident 
really in a different way, but they tend to think that it’s a waste of time, it’s 
not my words but they’d rather spend time more with the clients or the 
patient. (P2) 
 
In relation to difficulties for the on-duty RN in managing time to do interRAI 
assessments while at work; one participant mentioned that “Interruptions to 
try and effectively code someone within the three day post date, when you’re 
still a working nurse, in a uniform in the building, unless you can find a small 
office and lock yourself away, you’re still interrupted, that’s a negative. (P1) 
Therefore, it can be stated that the according to the participants quoted above, the 
introduction of interRAI assessments which require the registered nurses to complete 
assessments in a certain time interval may lead to feelings of being pressured. 
Limited implementation of interRAI in New Zealand 
Two RNs questioned and rest of the members agreed to the statement made by one 
participant during the focus group interview that, why interRAI was not being 
implemented as a holistic assessment and planning tool. According to the participant’s 
statement it was queried that while interRAI has been used for the assessment purposes, 
its other functional features of care planning, intervention and evaluation are still not 
applicable in NZ. Also, the limitation of only being able to mark the options given in the 
sections of the assessment and not being able to make required additions to the assessment 
questions was also seen as a challenge in using the tool by two participants in the focus 
group. 
During the interview, it was felt that the experiences of using interRAI would have been 
better if used as a whole unit for care planning. In addition to this, different aged care 
providers have individual initial paper assessment systems for new admissions which are 
quite different from the interRAI assessments. According to the participants, the findings 
generated from individual facility-based initial assessments often do not match with the 
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subsequent data sets generated after completion of the first interRAI assessment 
(completed within the first 21 days of admission in the ARC). This may lead to confusion 
and conflicts among the RNs about prioritising the goals of care.  
In other words, the partial introduction of interRAI in ARC facilities creates difficulties for 
important processes, in training needs, the need to navigate between assessment systems 
and the need to include patients in their own care plans, as illustrated by the following 
quotations: 
Because the DHBs haven’t made full use of the entire assessment set, because 
it’s not compulsory to use the care plans yet, so actually you’re only using a 
half or third of the tool, and if we got a national standard tool/international 
standard tool, shouldn’t you use the whole thing, than just saying right from 
this point on. (P1) 
 
I know they’re bringing it in slowly because it is highly challenging but it just 
doesn’t seem right to use such a fractured system in assessment and then go 
back to paper care plan or computer driven care plan that data doesn’t 
match. (P1) 
 
While performing the interRAI reassessment], only able to do a reassessment 
in the given scale of specific criteria is a limitation. (P2) 
 
Not unless you do another tool that as a nurse you can actually see an actual 
and potential problem but in the interRAI it should be a specific problem. 
(P2) 
 
Using two different assessment methods/ approaches in an ARC facility is challenging for 
RNs. As noted, individual initial assessment criteria used for a new patient admission based 
on an aged care provider’s policy are different from the ones used while performing 
interRAI assessments. For example, pain assessment criteria in a particular ARC facility 
might be based on the Abbey pain scale, visual analogue scale or another pain scale as per 
the company’s policy. However, the assessment criteria used in the interRAI assessment for 
the pain section are different. Therefore, the end scores for pain assessment from both 
systems do not match, and this causes unnecessary obstacles for the RNs when planning for 
goals of care. This can be better understood from the quotations below: 
I think it’s more of a disadvantage, if a facility or a company is using a 
different kind of initial assessment. And then you go to InterRAI which has a 
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formative assessment, that doesn’t give a nurse any bit of a leeway on which 
is which. (P2) 
 
The contents of the assessment for interRAI are solely according to interRAI, 
and if the company has a different scale like Braden, I mean, if that company 
has been training their nurses to do this kind of assessment and then we are 
trained to do another kind of assessment with interRAI, that has a little bit of 
a conflicting result in your assessment. (P2) 
 
The data sets often don’t match. But you’re required by the facility to 
produce a paper assessment as well as an interRAI assessment to develop the 
type of care plan you want to do. I mean they should because they’re drawn 
from things like Braden, Coombs and pain assessments but it doesn’t always 
code like that. (P1) 
 
Yes, we now use interRAI for our assessments, how can we actually then use 
the care planning to reflect the assessment if our nurses are trained 
differently to actually do the care plan? (P2) 
Thus, using universal, multidimensional standardised-assessment criteria is the need of the 
hour for RNs to better plan evidence-based nursing care. 
Increased workload on registered nurses in ARC facilities 
One of the negative experiences for RNs performing interRAI assessments at their 
workplace is increased workload since the inception of interRAI. The assessments require a 
significant amount of RNs’ time while still being a working nurse on the floor. This appears 
to have led to feelings of anxiety and feelings of being pressured in registered nurses. At 
present, the aged care sector in NZ is mostly run by private organisations or companies. 
Each private organisation has individual policies around allocation of time for nurses for 
doing documentation and related tasks. During the interview, many nurses revealed that 
due to lack of extra paid time at work, they felt pressured to complete interRAI 
assessments along with daily nursing activities in the stipulated time period. In addition to 
this, nurses pointed out that since interRAI has been made mandatory in all ARC facilities, 
RNs who are working in these facilities have not been given the opportunity to present 
their viewpoint or experience with using interRAI. The quotations presented below 
confirm this viewpoint: 
56 
 
Registered nurses are so conscious of the time for an interRAI assessment to 
be done, because there are a number of days that you are just allowed to 
complete them. (P5) 
Some RNs expressed that on some days the work load became unreasonable. Hence, this 
makes it very difficult for the on-duty RN to complete all their daily nursing routine along 
with interRAI assessments that need to be completed within the specified time span. 
Further, in many ARC facilities there is no provision of extra paid time for nurses for 
completing paper-work. Sometimes, RNs are not able to complete interRAI inputs and 
related documentation due to immediate healthcare related events and crises on their day 
to day shifts. This places additional pressure on nurses to complete their documentation to 
prevent harm to their practising requirements. Participants below explain this in their own 
words: 
I work five mornings which are quite busy, on some days you don’t even have 
a good 30 minutes break and you are aware that there are three people on 
the list that are overdue this month for interRAI assessment. I don’t want to 
do assessments after my shift ends, so that means that I have to go and do 
interRAI on my days off which is only two days. (P4) 
 
No nurse should have to do unpaid overtime, because of a provision for our 
employment that’s been put on us with limited input into current nursing. 
They might have talked to the first trial sets in 2009 but we are now turning 
18 and what input… what right [have] we had as registered nurses to say 
interRAI is OK, or interRAI is stressful or interRAI is impractical. We don’t 
have any right. (P1) 
Participants also stated that completing RELIAS or AIS (as known earlier till 2018) 
evaluations, which are required to be completed by RNs to maintain their annual interRAI 
competency, has led to frustration and anxiety in nurses. The reason is that the RELIAS 
evaluations are in the form of non-linear assessment questions presented in parts and 
nurses can have a limited number of attempts to achieve the certification. Hence, it can be 
said that sometimes the system itself compounds difficulties, demonstrated by the 
quotations below: 
I have got a nurse that came back from her maternity leave after three 
months and now she doesn’t want to do InterRAI because she has real 
difficulty coming back to AIS. So, you know you’ve got a nurse who is not 
willing to help you with the assessment but.... So, it is putting a little bit of 
pressure and it is a disadvantage. (P2) 
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I had an experience with AIS [RELIAS] too; that I was blocked for three 
months because of some reasons.... Other than [a better] way of getting to 
keep trialling for it, I would prefer to be out of interRAI and that’s fine. (P5) 
 
I validate what [P5] said, I mean that’s a working nurse who is struggling 
with the normal workload, add in InterRAI. (P1) 
 
AIS evaluations are quite fractured. I mean they don’t take a whole person 
that we would normally code.... AIS evaluations are just slices. Yes, you can be 
tested and you have got to show competence but your overall day after day 
coding level would be better suited to more frequent external auditors. (P1) 
 
AIS evaluation or competency is not a punitive way of learning, interRAI is a 
collaborative tool and it should be collaborative learning within your own 
little zones.... But it shouldn’t come back as punitive to the nursing sector. 
(P1) 
Therefore, from the data in this study the need for a simplified assessment system with 
adequate support measures is crucial in overcoming these challenges. 
Theme 3: Professional and system barriers faced by registered nurses 
This theme includes the various organizational and system related obstacles that are 
difficult for RNs to mitigate while performing interRAI assessments. This is discussed in 
subthemes as presented ahead:  
Organisational Barriers 
Many RNs in the group stated that they face various organisational barriers, including 
challenges such as a paucity of interRAI trained nurses in their respective aged care facility 
which leads to extra burden on the existing interRAI competent nurses to complete the 
assessments for all residents. In addition to this, the nature of shift work, RNs’ duties, and 
the unpredictable nature of older persons’ care regimen in terms of admission, transfer or 
discharge processes makes it difficult to undertake timely interRAI assessments. These 
points can be understood from the following quotations: 
We just had an experience in our facility.  We had many admissions in one 
week and it falls all to me.  Like five at night and the hard thing is my roster 
doesn’t… I’m not assigned at rest home all the time; I’m assigned at a hospital 
or other area.  So I cannot, of course you need to know the patient, so it’s very 
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hard for me to complete all those five residents in one week. That’s really 
impossible, so that’s really a barrier. (P3) 
 
We’ve got an admission, my admission, my assigned patient who was 
discharged after two and a half weeks, so I was in the middle of finishing the 
admission assessment..., so that’s the barrier for me.... Our patients are 
becoming more of a number. (P2) 
A well-informed nursing team is an important factor in determining any aged care facility’s 
success with interRAI compliance. Compliance for interRAI assessments is particularly 
difficult to achieve in newer ARC facilities with a new team of RNs. Therefore, factors such 
as a limited number of interRAI trained nurses, and the unpredictable nature of shift work 
for RNs which makes them more reliant on their care staff or health care assistants to get 
relevant information about the older person at other times of the day of the three day 
assessment/ look back period, impose barriers which are sometimes difficult to mitigate. 
It depends as well on how the facility managed to distribute the allocation for 
the residents on how to do the interRAI assessment. I don’t have any issues 
in as a company’s having one RN to do the whole 65, but that’s one nurse and 
looking into those number of assessments, but if you are a patient, I’d rather 
have three nurses assess me and have a conclusive result of that assessment 
rather than one nurse to look at me in a year. So that would actually matter. 
(P2) 
 
In relation to what other participants have said they [assessment] could 
easily be corrupted and even in my experience especially when you have a lot 
of residents, like even three residents in a month, for example, myself doing 
all mornings which are really busy, I don’t really have time for that. (P4) 
The nature of shift based working hours for RNs has also not been very helpful in 
performing interRAI assessments. Night nurses are finding it difficult to assess a resident 
while on shift; they have to depend on the responses from the care staff or nurses who are 
working on day shifts. Due to this limitation, the authenticity with which the interRAI 
assessments are conducted may be somewhat compromised. The quotations below can 
explain this point: 
For me as well it’s kind of difficult because I’m having all nights and the 
residents are different from morning and night-time. So, all I can do is rely on 
my care staff, how is that person in the morning, how is that person in the 





I find that when I was doing nights before and also doing interRAI... asking 
questions to care staff who are also busy will have their responses like “oh 
yeah yeah-yeah oh OK.” They don’t also focus much; I don’t think it’s as 
concrete. (P4) 
 
So I just want to put up a scenario which happened to us. So we opened a 
new facility, a 50 bed, new taking business requires the facility to take in 
admissions as fast as we can, so there was like 3-4 admissions, or sometimes 
even 5 admissions in a week to fill up all the beds, three interRAI trained 
nurses, 21 days to complete a care plan and 21 days to complete an interRAI 
so that is a lot of pressure so three pressured nurses click, click, clicking as 
much as we can to meet the deadline and catch up with everything else. (P4) 
 
Perhaps because of the way workloads are divided, how can a night RN really 
get the chance to know the patient and do the interviews and assessments? 
(P1) 
A limitation that emerged during the group interview was the “three-day look back period”. 
This period involves the time interval of the last 72 hours while assessing an individual 
with the interRAI assessment system. The assessment data collected over the three day 
period will be used to complete an interRAI assessment. This feature of the tool is 
considered as limiting, especially for aged care, because older people in ARC facilities have 
unpredictable health, and their physical and psychological functionality can fluctuate or 
change quite frequently which does not align with the interRAI assessment. The following 
quotations refer to this limitation: 
We practise 24/7, with handovers 8 or 12 hours, you know different person 
over viewing and adding in. Another negative or a risk for interRAI is its data 
and a three day look back. Who has a patient that’s even the same across one 
24-hour period? They are brittle and changeable very quickly... it’s such an 
“in the moment” assessment but [the patients] have their timelines moved 
on. (P1) 
Participants discusses the lack of direct round-the-clock interactive support which may be 
helpful for RNs to rectify their coding while doing an assessment, thus minimizing errors 
and enhancing accuracy of interRAI assessments.  
There’s also the element to interRAI about overlooking the coding. Unless 
you’ve got a manager above you that’s done that level of training.... You might 
potentially have people who aren’t coding with an 85% accuracy going 
forward, so actually what does that do to your data set, it’s quite corrupted. 





So without negating the hard work that the nurses are doing, who are heroes 
in my view, what quality assessment tools [are] coming in... But that’s the 
potential.... What’s the value of the data set? So that’s an interRAI risk. (P1) 
Hence, the above stated factors are posing difficulties for RNs to complete interRAI 
assessments.  
Representations and perceptions of the profession of nursing 
During the interview process, there were some concerns raised by RNs regarding the 
misrepresentations or altered perception of the nursing profession by families and HCAs or 
caregivers because of use of interRAI that might generate negative feelings in registered 
nurses. An interRAI assessment requires RNs to use computers at an allocated place while 
at work; it can create misinterpretations in caregivers and families RNs’ work ethics and 
their professionalism due to limitations on contact time with the patients and their 
families. 
A negative impact as well for the care staff that the nurses are in the chair 
and not doing anything, but actually you know we cannot delegate interRAI 
unfortunately. (P2) 
 
We have an open plan office or window office, you have relatives and visitors 
that are always seeing a nurse on the computer and you may get fine and 
relative feedback.  The nurses are always in the office... the nurses are never 
with us.... That is not our choice so that’s a risk for our professional nursing 
practice, and our image is being bullied through something we didn’t have a 
choice with. (P1) 
 
I think it is a risk to the practice. The care staff’s impression of you being 
delegating [to] them while ‘you are just sitting there’ gives them the 
impressions [of] that shifting work balance. Well actually we don’t have a 
choice, it can be like a stigma for RNs. (P4) 
It was discussed that limited monetary funding to the aged care sector by the government 
is not helpful for RNs who have to reduce their actual patient-contact time while at work to 
complete interRAI assessments. This situation might impose risks on RNs’ practice ability 
due to lack of time and increased work liabilities with absolutely no financial aid. The 
quotations below can explain this point: 
61 
 
Increased funding per elder person care bed to compensate RNs having to 
take time away from patient interfaces absolutely no increase in funding, 
now how can that not be a risk?  And how can we [us] as RNs with licences to 
lose take the risk every day.  We have to take it because it’s part of the job, 
you can’t not do it and it doesn’t seem to matter if you’re new to the country 
or new grad or technologically able or not technologically able if you’re not 
implementing their system through Ministry of Health DHB, spend millions 
on it but not fund the providers of the care through age residential care 
contracts.  There’s a real mismatch there and a risk, so that’s a risk on the 
interRAI tool system in itself. (P1) 
Hence, the feelings of RNs regarding misconception of their professionalism among the 
health care team, working alongside them on a daily basis are important to be addressed. 
Technological Barriers 
Another form of obstacle in performing interRAI assessments, according to the group of 
RNs, were technology related barriers, described as lack of technological support and tools 
in one’s facility, renewing annual AIS competencies, and lack of interest in senior members 
of nursing profession in learning an entirely new technologically advanced assessment tool. 
The quotations below will explain this: 
Several senior experienced dedicated and caring nurses have left the 
profession because they just don’t want to be away from the patient 
interface. They know the value of the data and it needs to be done for 
surveillance purposes, data collection, but they’ve just given up because it 
takes them away from their patient group, their patient interface too much. 
(P1) 
 
In addition to what [P1] mentioned, as well I’m finding we are in now mature 
nurses.  Some of the other mature nurses wouldn’t actually involve their time 
to learn the technology and that puts them away really, to know the new 
trends of how to assess a resident really in a different way, but they tend to 
think that it’s a waste of time, it’s not my words but it’s a waste of time, 
they’d rather spend time more with the clients or the patient. (P2) 
RNs also mentioned that making interRAI assessments mandatory has not proved to be 
helpful for some experienced senior aged care nurses who are used to doing their 
assessments in a particular way. It has been challenging for them as some of them are not 
technologically advanced. Irrespective of their willingness to work in their preferred are of 
nursing, they felt pressured to leave as they are finding it difficult to learn an entirely new 
set of assessment system, as the following quotations illustrate: 
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We do have one nurse who works from the hospital and now she decides that 
she has a heart for being in aged care, but she can’t be with the technology, 
she can’t be bothered with that, which we respect and understand but it’s 
also you’re the fifth nurse in the group and we have to share the load, and it’s 
actually putting more load on us and it’s just getting tougher. (P4) 
 
So what happens to our elderly nurses who want to work with the elderly but 
the fact that they are not interRAI trained is making it difficult for them to 
keep working in [the] aged care sector? (P4) 
Other technology-related barriers were found to be the lack of adequate numbers of 
computers, provision of good internet connectivity and hardware issues in any ARC facility, 
as these factors are particularly organisation-based. With no external financial assistance 
from DHBs to the ARC sector in this regard, the RNs were finding it difficult to meet 
interRAI compliance. The quotations from participants below point out these issues: 
Technology is a huge challenge with interRAI. You know our buildings are 
concrete and just to get the wifi signal around the building, to get enough 
laptops and connectivity with printing devices, is the factors which poses 
challenges for RNs. (P1) 
 
We have this experience actually when our internet connection just went 
down for more than a month.... So, it is another barrier for us so we could 
have been supported on that aspect at that time because a month is just too 
long to be out of the wifi. (P5) 
 
It’s just frustrating, the technology issue. I mean, if the DHB would want to 
fund the technology to the appropriate level that would be fine. But it’s never 
going to happen and you know we’re struggling for other things for patients. 
(P1) 
Hence, effective technology based system requires proper and efficient internet facilities in 
order to be conducted in a prompt and convenient manner 
Preference for paper-based assessments over interRAI assessments 
One major sub-theme which emerged from the data was that the RNs in this group still 
prefer paper based assessments as they are flexible, easier to implement and also easily 
accessible. Paper based assessments have been utilised since the inception of nursing 
practice and still remain an integral part of the nursing profession, although this is 
changing rapidly. During the interview process, five RNs either stated or agreed that paper 
assessments are still valued within the nursing profession, with two participants 
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confirming that interRAI assessments are preferable, if revised with more active 
comprehensive features such as care planning option, special comment/ additions to 
assessment questions. The quotations below present the participants’ views on this issue: 
I’m a very old nurse, I’m old fashioned so I would say I’d like the paper based 
assessment.  It’s more personal to me as well. I don’t know about the young 
ones, but it is more accurate in my own understanding.... I would say that 
doing the paper based in the last 11 years I have seen a lot of advantages. It is 
more patient focused.... I think over the years the paper base has been 
effective in every country so why change? (P2) 
 
I still prefer the paper based assessment. You can just focus, for example the 
falls, mobility, you can just focus in that part and compared to interRAI you 
need to do everything when you do the assessment. So, I still prefer the paper 
based. (P1) 
 
I love the paper based. For example, in a month’s time one of our residents 
have UTI that affects his mobility or recent pain, I could assess him today and 
then go back and assess him next week... whereas in interRAI there is a six 
month period. (P4) 
 
As a senior nurse I think interRAI is redundant because we still use paper 
based, we do Stratify Falls Risk, Braden, Abbey pain scale, that’s all in the 
interRAI but we still do the paper based and always update the paper based 
and it is easier. (P7) 
In conclusion, the above stated professional and system related barriers need to be 
addressed as able to allow effective implementation of interRAI bases assessment systems. 
Theme 4: Need for a unified standard assessment system 
The participants also discussed the need for a standard assessment system that is universal 
in its approach. The group members expressed their realisation that the interRAI 
assessment system is the future, but they also stated that there is a great need to have only 
one assessment system, whether it is interRAI or a paper-based assessment system. The 
quotations below explain this view: 
I just wish the Ministry of Health would direct the DHBs and fund us to say 
one system or the other. I don’t think the mixed systems work at all, even if 
you do paper assessments, the interRAI, you do a paper care plan, or an 
interRAI care plan, that mix of tools doesn’t work. You either have one or the 
other and the government or the DHBs commit to it because we’ve had to 
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commit to it through our professional practice and everyone then is 
practising to the same standard. (P1) 
 
It just makes one standard and that’s when the tool could be modified.... This 
is the threshold of your practice, this is what you must achieve, we resource 
it and this is the tool that actually works, rather than the mixed system. (P1) 
 
I mean there is a lot of baggage we need for an RN to choose between the 
paper based and interRAI.  We go through a lot of rigid auditing 
requirements for audit and all of these factors have to [set] standards for 
health and disability that we need to pass.... So, I believe that they need to 
figure out what they want really for us to use. (P2) 
 
It’s a half-hearted attempt at an electronic assessment and there’s still 
caveman chipping away on a tablet world and that’s maybe where it’s failed 
and it’s a funded thing, it’s a money thing, it’s not for the effort of all nurses 
involved and all managers surveilling it.  It’s a funded effort. (P1) 
In conclusion, the above findings represent the focus group interview data that has been 
thematically analysed. The findings present both positive and negative views by the 
participants towards various aspects of using interRAI assessment together with ideas and 
solutions for future practice in a changing context. 
The next chapter ‘discussion’ is interpretive of the findings in relation to the literature 
present around the present study’s topic ‘interRAI’. The research studies on various related 
topics such as transition from paper documentation to electronic system, health workers 
experiences with change in practice, interRAI and its various clinical components have 
been examined in relation to the present study’s findings. The chapter also presents the 
facts both in agreement and contradiction of the present study’s findings.
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Chapter Five - Discussion 
Introduction 
The aim of this research was to investigate the perceptions and experiences of RNs 
working in ARC facilities in Christchurch who perform interRAI assessments, the RNs’ 
positive and negative experiences, factors affecting their performance and barriers that 
they face while doing these assessments. In this chapter the findings from the data analysis 
has been compared with the current literature and discussed in the context of 
contemporary practice concerns. This study is perhaps the first of its kind in NZ’s South 
Island region in the sense that it assesses the perceptions of the actual RN assessors of 
interRAI who have been working in ARCs since these assessments were made mandatory 
by the Ministry of Health in 2015 in all ARC facilities in NZ. In this regard, as noted in the 
literature review limited studies have been found in NZ and in other countries that assess 
nurses’ perceptions of the use of  interRAI set of instruments for health assessments. 
Nurses’ positive experiences of using interRAI tool 
In NZ interRAI assessments are performed using software called “MOMENTUM 
SOFTWARE” which is the provider for interRAI assessments across ARC in NZ (interRAI NZ, 
2019 d). According to the interRAI annual report of 2017-2018 there have been 71,912 
assessments completed using interRAI-LTCF in ARC facilities in NZ (interRAI NZ, 2019e). 
RN participants in the present study have demonstrated understanding and in some 
instances positive thinking regarding the purpose of interRAI assessments, its multifaceted 
features and its comprehensiveness. These findings are in line with the views of interRAI 
from Vuorinen (2017) study regarding RNs’ experiences, feelings and attitudes working in 
Auckland region of NZ towards interRAI - LTCF. In the present study, RNs discussed in 
detail the usefulness of the tool in the wider context of interRAI assessments’ 
comprehensive nature. RNs believed in the capacity of the tool to maintain the continuity of 
the care at various levels of care while planning care goals for older residents. This finding 
is congruent with the views suggested in a French study about the positive impact of 
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interRAI instruments on health parameters at the multiple care settings (de Stampa et al., 
2018). 
One of the significant benefits of the interRAI assessment process that is stated by de 
Stampa et al. (2018) is interRAI’s ability to be used at multiple health care settings, thereby 
improving and standardizing the overall performance of the health system. This is in 
agreement with the findings of the current study where participants confirm the capacity of 
the interRAI tool to navigate across various levels of health care such as at home/ 
community level, rest home level and acute care level. Such multi-level application is 
helpful in long-term health management and follow-up of the health status of the older 
adult (Wellens et al., 2013), and this point was mentioned as a strength of the interRAI 
assessment process by participants in the current study. 
Similar benefit has been noticed in the case of the interRAI - AC instrument, which is used 
for assessing the clinical changes in older adults during acute hospitalization. According to 
Wellens et al. (2013) the interRAI - AC instrument is theoretically able to link the older 
person’s current functioning at hospital level to their status at community or home level, 
which serves as a reference for health professionals to provide a comparison in older 
person’s health status prior to onset of the illness. This information serves as a reference 
point for clinicians to determine the returning level of health for the older person (Wellens 
et al., 2013). The present study’s findings suggested related views from the RN participants, 
who acknowledged the ability of interRAI instrument in depicting the health journey of the 
older person from the community level to the ARC level of care. 
In this manner, interRAI provides a common language by coordinating and integrating the 
comprehensive health information of the older person while it is simultaneously (and 
consecutively), recorded at different health care settings. Hence, interRAI assessments are 
helpful in maintaining continuity of care (Dash et al., 2018). Accumulating such data helps 
in reducing assessment workload when transitions between levels of care occur (Dash et 
al., 2018). This is analogous to the view presented in a pilot project that assessed interRAI 
assessors’ experiences with interRAI at the pilot level in NZ ARC facilities which indicated 
that interRAI has provided a language that is appropriate for nursing professional 
standards (Keeling et al., 2013). RN participants from the present study’s focus group have 
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not mentioned about interRAI being a common language, but they have agreed on the fact 
that interRAI is a tool with a potential for multidisciplinary collaboration, if implemented in 
its totality. 
Another major benefit of the interRAI tool is the multidisciplinary features. According to 
the participants in the present study, the interRAI tool allows the different disciplines 
involved in care of the older person to effectively coordinate and work together in 
developing a care plan that responds to the person’s needs (which are dynamic in nature) 
and which are identified through interRAI assessments. Comparable propositions were 
found in a 2011 Canadian study, which recognize the ability of interRAI assessments in 
developing a care plan which is indicative of older person’s strengths, needs and at risk 
outcomes with a potential to improve the current care standards and preventing age-
related health declines (Hirdes, Mitchell, Maxwell, & White, 2011). This finding is also 
supported by a cross-sectional survey design study conducted in Belgium to understand 
barriers and facilitators in the implementation of geriatric assessment in oncology settings, 
which revealed that interRAI in geriatric care offers optimal multidisciplinary collaboration 
(Kenis et al., 2016).  
At the ARC facility level, interRAI assessments play an important role in enhancing care 
team participation by allowing nurses to integrate the observations of the health care staff 
in planning interventions to improve the quality of care for older residents at the 
organizational level (Dash et al., 2018). In addition to this, a qualitative study conducted to 
assess the experiences of palliative care nurses regarding interRAI-PC (Palliative Care) 
stated that nurses found the assessment allowed for open communication between health 
care assistants or staff, patients and their families (Bagaragaza, Guirimand & Leboul, 2018). 
Using interRAI-PC assessments also gave staff the opportunity to reflect on their clinical 
practice (Bagaragaza et al., 2018). The findings from the focus group in the present study 
concur on the opportunities for self-critique that are thus prompted. 
In contrast to above findings above, findings from the focus group conducted in the pilot 
phase of nation-wide interRAI implementation in NZ’s ARC facilities revealed that 
information-sharing with other staff at the ARC facility level was a challenge in case of 
interRAI assessments (Keeling et al., 2013). This was due to the fact that care staff do not 
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always read the assessment findings and there was a lack of GP’s involvement in interRAI 
assessments as well (Keeling et al., 2013). Current study findings indicate a relatable 
outcome that interRAI assessments are helpful in improving information-sharing with 
HCAs in an ARC facility. Somewhat contrary views were found in a Canadian study on 
interRAI instruments, which revealed that ARC facilities using interRAI-LTCF for care 
planning have greater GP involvement in patient-care in the form of timely medication 
reviews and immediate referrals for older people as compared to ARC facilities where 
interRAI is not in practice (Heckman, Gray & Hirdes, 2013).  
In keeping with the above literature regarding the multidisciplinary nature of the interRAI 
tool, results from studies conducted in France regarding implementation of interRAI set of 
instruments in home care and acute care have revealed that interRAI assessments are 
capable of playing an important role in informing the data for allocation of funds across the 
French national health care system which requires the timely and comprehensive 
comparison of the data across different health care settings (de Stampa et al., 2018). In 
addition, the introduction of interRAI assessments in health care is expected to be helpful 
in reducing the documentation burden and removing the chances of missed nursing care, 
which is a worldwide problem in the nursing sector (Gray et al., 2018). This is in contrast 
with the findings of present study in which registered nurses have expressed that doing 
interRAI assessments has increased the workload and reduced actual client contact time 
for them. 
However, the ability of interRAI assessments (regardless of who the assessors such as  
nurses, clinicians, or social workers) to inform patient care planning is significant in 
producing data which is of considerable value to other health disciplines, and has the 
potential to guide health resource allocation (Gray et al., 2018). Correspondingly, the 
findings of a survey conducted to assess interRAI usability in NZ found that interRAI 
assessments assist nurses in prioritizing health issues for a resident, and the planning of 
interventions accordingly (Cassie, 2015). Furthermore, interRAI assessments are found to 
be effective in reducing delirium rates and minimizing falls in the older population 
(Hermans, Spruytte, Cohen, Audenhove & Declercq, 2016). In relation to the present study, 
four participants acknowledged that interRAI assessments’ triggers or indicated risk areas 
were helpful in planning care interventions accordingly. 
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 The interRAI suite are useful tools in terms of deciding the appropriate level of placement 
for older people, namely, continuing care or a psycho-geriatric level of care on the basis of 
the clinical assessment protocols (CAP) scores triggered from an interRAI assessment 
(Hirdes et al., 2011). This supports the views of the focus group participants of the present 
study, who stated that interRAI assessments are well equipped to show the health 
trajectory of an older person from their community level to the current level of placement. 
These findings can be articulated with a Canadian study  outcomes’ about the advantages of 
using interRAI in ARC facilities in form of quality indicators, that are generated following an 
interRAI assessment indicating both performance improvement or decline in individual’s 
health status, thus influential in determining the level of care required by the older person 
(Hirdes et al., 2011). 
Focus group participants discussed and supported the ability of the interRAI tool to detect 
the problem areas in older persons’ health status and eventually assist in developing an 
individual-focused care plan. This is congruent with the findings of a 2013 study to check 
the reliability of the interRAI - AC and interRAI - LTCF assessment tools, which maintains 
that both are reliable in detecting important clinical changes in a person, therefore helping 
in long-term care management and follow-up (Wellens et al., 2013). In addition to this, the 
study on the interRAI - PC instrument stated that quality indicators generated from 
interRAI - PC are important in stimulating improvements in health care service delivery 
system (Mello et al., 2016). 
A regional longitudinal study conducted in Canterbury, NZ to create a frailty index for older 
people using interRAI - HC assessment to determine their potential admission to ARC 
facilities and mortality revealed that interRAI assessments are able to predict the 
significant relationship between the two factors, thereby assisting in providing appropriate 
services and required interventions for the older population (Burn et al., 2018). Therefore, 
it is evident that interRAI assessments performed at different levels of health care are 
beneficial in providing data that could further inform health budget allocation. 
Contradictory views were received from two focus group participants of the present study 
who questioned the efficient use of the health budgeting for ARC sector in light of 
mandatory interRAI system implementation.  
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Challenges with interRAI assessments 
Mature or senior nurses leaving the nursing profession 
In the current study, RN participants mutually and strongly agreed that the many senior 
nurses’ struggle with the IT proficiency required for completing the interRAI assessments 
and it proved to be a challenge for them in acceptance of the tool. This finding is similar to 
the barriers identified in the study discussed earlier (de Stampa et al., 2018). The interRAI 
assessment system is strongly associated with its information and technology (I&T) aspect 
as this ensures faster and timely communication among the multidisciplinary members of 
the health care team (Kenis et al., 2016). Therefore, it is considered as a prerequisite for 
nurses to be proficient in the use of computers and other means of technology. In relation 
to the views of present study’s focus group participants, all of them agreed that the senior 
or mature nurses in current nursing practice are not interested in learning a new 
technologically advanced tool to perform interRAI assessments, they would rather prefer 
to have more client-contact time. 
Complementary views were presented in a pilot project undertaken while implementing 
interRAI assessments in ARC facilities in NZ. Keeling et al’s (2013) pilot project identified 
that the senior experienced nurses found it difficult to work with computers while doing 
these assessments and it was a significant challenge for them to get used to using 
computer-based assessment systems. The study conducted on the concept of acceptance of 
transition in practice from an old to an new electronic mobile health care devices states 
that users or people generally prefer to keep using the old ways of doing things as this is 
known and comfortable for them in spite of the effectiveness of the new technology based 
system (Tu, Chang & Lee, 2018). This finding may or may not be applicable to the present 
study as some of the participants agreed that most senior nursing staff are reluctant to 
learn a new technology-based system of patient assessment as they do not feel 
comfortable. In addition to this, a swift and smartly designed IT based assessment tool is 
most likely to be accepted in ARC facilities as the interRAI assessments usually are very 
time consuming and staff in ARC facilities also often do not have the required IT related 
skills (Tu et al., 2018). 
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One aspect of familiarizing oneself with a new change is being open to accept it. A new 
change is a necessity in any knowledge transfer and this applies to accepting interRAI as a 
new way of doing traditional health assessments as well (Stolee, Steeves, Glenny & 
Filsinger, 2010). Lack of interest and motivation in health professionals to accept interRAI 
as new system of assessment in geriatric care is considered to be a hindrance to creating a 
smooth transition from paper-based to an interRAI system of assessments (Kenis et al., 
2016). According to views from two focus group participants, reason for this could be the 
lack of understanding in health professionals regarding the use of the data generated from 
interRAI assessments. In author’s view, other factors that might be contributing to the 
unwillingness for this practise transition could possibly be situations such as RNs using 
their own personal time to attend the training sessions for interRAI and lack of pay or 
monetary appreciation once RN becomes interRAI competent by the individual ARC 
organization. 
In contradiction, appropriately targeted interRAI assessments may contribute to cost-
effectiveness by reducing health related expenses and enhancing timely information-
sharing among the various health disciplines (Heckman et al., 2013). Supporting this view, 
a 2013 study described interRAI instruments as beneficial in facilitating cross-sectoral 
comparisons, improving the efficiency of a national health system and also cost reduction 
(Heckman et al., 2013). 
Another impediment that RN participants of the present study’s focus group mentioned 
was the RELIAS evaluation system  (operated by RELIAS Learning company providing a 
learning platform for health care organizations at multinational levels) that are required to 
be completed on an annual basis by all interRAI trained assessors to maintain their 
interRAI competency (interRAI NZ, 2019c). According to the focus group participants in the 
present study, due to fragmented nature of RELIAS evaluations, a reduced number of trial 
attempts available to interRAI assessors, and individual rater abilities of interRAI 
assessors, RELIAS evaluations are becoming more of a challenge. There are no available 
data to support this view in the current literature around RELIAS assessments, except 
some comparable information in a systematic review conducted on CGA use in ARC 
facilities, found a potential to under-report or over-report some QIs such as falls, pain, UTIs 
and depression due to the systematic or institutional bias in reporting of these clinical 
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issues (Panza et al., 2018). According to the study participants, interRAI assessments are 
not completely accurate when completed by the same assessor over a certain time-period 
as there is no cross-examination of these assessments at the ARC facility level, thus creating 
a risk for practice. This can be attributed to different coding tendencies of the individual 
assessors or triaging of person’s needs while doing interRAI assessments which eventually 
determine the level of care needed for a specific person (Martin-Khan et al., 2017). 
Time-related barrier while performing interRAI assessments  
Another major obstacle in carrying out interRAI assessments as viewed by the focus group 
of the present study was the time-bound nature of interRAI assessments. The interRAI 
assessments appear particularly challenging in cases where a resident is discharged or dies 
earlier than the 21 days or three weeks timeframe expected for conducting the first 
interRAI assessment since admission to an ARC facility (Hirdes et al., 2011). Making the 
assessment mandatory has put some pressure on RNs to complete interRAI assessments in 
two ways; first because of the specified time-period and secondly because of the condition 
to perform interRAI assessments at the workplace physically to meet client or residents’ 
privacy obligations. 
Moreover, the significant amount of time required to complete a single interRAI 
assessment is also one of the barriers for some assessors as identified in a study conducted 
in France on an interRAI set of instruments (de Stampa et al., 2018). This is congruent with 
the present study’s findings according to which RN participants were finding it hard to 
complete interRAI assessments while on floor due to their everyday call of duty. Identical 
views were stated by participants in a Belgian study to assess the usability of interRAI-PC 
instrument regarding lack of time to complete interRAI-PC assessments with ongoing 
workload (Hermans et al., 2016). 
Findings from the present study, that interRAI assessments are time-consuming, are 
confirmed by Cassie (2015), whose survey discussed that one of the reasons which makes 
it difficult for interRAI assessments to be accepted by RNs is the fact that they are lengthy 
and take lot of patient-contact time from nurses (Cassie, 2015).The lengthiness of the 
interRAI assessment process leads to reduced actual client-contact time for the nurse 
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which is a matter of concern for both the nurses and their respective clients (de Stampa et 
al., 2018). The results of a Belgium study found that performing interRAI assessments 
creates a situation of excess workload for interRAI assessors (Kenis et al., 2016). Three RN 
participants of the present study’s focus group stated they held comparable views on 
increased workload since inception of interRAI assessment system. 
According to the findings of a study conducted on validating the use of interRAI-AC for a 
Portuguese population, it was found that the length of time required to complete interRAI 
assessments is a significant barrier to its acceptance (Amaral, Ferreira & Gray, 2014). 
Participants of the current study agreed that interRAI assessments are time-bound and 
inflexible, which really puts pressure on the RNs to complete them within the designated 
time-period along with their everyday workload. The very fact that interRAI assessments 
do not allow for any shifting in the three-day assessment period is also a challenge for RNs 
on those busy days at work. In the focus group interview of the present study, few 
participants presented concerns regarding interRAI assessments’ “three-day” look back 
period which according to them is difficult to comply and inconsistent, owing to busy RN 
floor routine and the unpredictable health status of older people. In view of the student 
researcher of the present study, and taking the contradictory views of the time-bound 
nature of interRAI assessments into account, RNs may need to appreciate the fact that 
while an initial interRAI assessment for an older person might seem time-consuming, in the 
longer term completing re-assessments for the same individual takes less time as robust 
information is accessible.  
This serves as a live document for the nurses and other multidisciplinary health 
professionals regarding the subtle progress or acute decline in the older person health 
trajectory thereby, enabling improved clinical decision-making. In addition, it would be 
expected that in a span of few years, the data accumulated from these interRAI assessments 
will have the potential in creating a bank of older persons’ health information that is 
evidence-based and readily available at the same time. Hence, it might appear challenging 
today to complete interRAI assessments but, this might be helpful in avoiding duplication 
of the health data therefore, saving time and resources in the near future. According to 
interRAI NZ (2019e), on the basis of the health information or data sets collected over a 
certain period of time from all ARC facilities across the regional DHBs, the QI reports are 
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generated. These can be utilized by the aged care providers to reflect on their practice and 
policies guiding care delivery, to measure their progress and for implementing required 
changes in their practice (interRAI NZ, 2019e). 
Thus, the student researcher has come to the conclusion that time factors should not be 
considered as a permanent obstacle in performing interRAI assessments rather a long-term 
advantage of obtaining credible health data. 
Lack of complete interRAI assessment system implementation 
Another impediment in using the interRAI assessment tool that was discussed by RNs in 
the focus group was the incomplete implementation of the tool in NZ. Many participants 
verbalized that if the interRAI tool was implemented in its totality, if the interRAI care 
planning feature was functional, it would have emerged as a beneficial comprehensive 
assessment and planning tool for the aged care sector in NZ. A Canadian study by Sales, 
O’Rourke, Draper, Teare and Maxwell (2011) found that if the sole purpose of using 
interRAI assessments in an ARC facility was to benefit the care planning for older people, 
incomplete use of the tool is a challenge in meeting this objective. According to the student 
researcher, practising interRAI system as an integrated assessment and planning tool 
would be quite appealing for the RN interRAI assessors. 
RN participants in the present study’s focus group also expressed their views on 
incomplete use of the interRAI tool as a significant challenge in understanding the positive 
effect of the interRAI tool in health care delivery. Health professionals are performing only 
the assessment component of the interRAI tool; they are not using the care planning 
feature of the interRAI tool which can be viewed as something negative. According to the 
study done in NZ, the Depression rating scale (DRS) in interRAI – HC and LTCF instruments 
has been reported to have poor accuracy and sensitivity (Penny et al., 2016). The validity of 
DRS was also questionable while performing assessments for older people with cognitive 
impairments such as dementia (Penny et al., 2016). According to the findings of a Korean 
study which was conducted to assess the reliability of interRAI – LTCF and interRAI – HC 
instruments, it was ruled out that items of mood and self-reported mood had lower 
reliability than other items at residential care level due to difficulty to assess them in older 
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people affected with cognitive impairments and difficulties in communication and thus may 
need other augmenting scales (Kim et al., 2015). This might be attributed to the inability to 
understand quality indicators generated from carrying out interRAI assessments and their 
subsequent use in planning care. This is discouraging for the professionals as they are 
prevented from making the comprehensive advantage or use of the interRAI tool. Hence, in 
authors’ view as well the incomplete or fragmented application is curtailing the ability of 
nurses and other health professionals who are performing interRAI assessments in 
determining the full potential of the interRAI tool. 
Mandatory feature and staff turnover affecting interRAI assessments 
The mandatory aspect is considered to be an obstacle for interRAI assessors by Hirdes et al. 
(2011) in their study conducted to identify ways for the betterment of the older population 
in nursing homes providing health care in Canada (Hirdes et al., 2011). In contrast to 
earlier findings, participants’ views in Keeling et al.’s (2013) project indicated that making 
interRAI mandatory has a positive effect on its implementation as there would not be any 
second option that one would depend on for of older persons’ assessment. This is in 
analogy to the Herman et al.’s (2016) study findings according to which the optional use of 
the interRAI - PC instrument can be perceived as a barrier in utilizing the maximum benefit 
of the tool by interRAI assessors and in terms of client’s betterment, possible mandatory 
interRAI - PC assessments would have a positive outcome as it would facilitate easy 
transfer of the older person across the health care settings.  
In addition to the findings discussed above, the results from a systematic review of 
literature on the interRAI set of instruments, especially interRAI - LTCF, indicated that 
making this tool mandatory or standardized across health care settings will promote better 
system integration and coordination across the ARC facility level (Panza et al., 2018).  
In July 2015, interRAI assessments were made mandatory across all ARC facilities in New 
Zealand (interRAI NZ, 2019). Making these assessments mandatory which means 
completing them in certain time-period since the older person’s admission to a specific 
ARC facility has created negative feelings of anxiety and stress among the nurses. This 
might be attributed to various factors such as ongoing daily work pressures, lack of 
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financial advantage to the interRAI trained nurses and individual aged care provider issues. 
Many RNs in the focus group indicated that interRAI trained nurses are usually given the 
majority of resident assessments at any residential care facility due to lack of enough 
interRAI trained nurses, increased RN turnover at the ARC facilities level and lack of 
provision of discreet or dedicated time to interRAI trained nurses by the individual and 
largely private employers. This leads to increased workload and stress on the interRAI 
trained nurses who have no positive reinforcement to do these assessments.  
According to the student researcher’s’ understanding, RN staff turnover is a real issue in 
the remote or geographically distant areas where the interRAI training opportunities for 
nurses are fewer in comparison to the metropolitan cities of NZ. Due to this constraint, 
private employers in aged care struggle to retain required number of interRAI trained 
nurses in their facilities. Under these circumstances, some private employers send in their 
experienced interRAI RN assessors to their distant aged care facilities to meet the 
mandatory requirements of completing timely interRAI assessments for their older 
residents. This might be viewed as a temporary resolution of the bigger underlying 
problem. Hence, mandatory nature of interRAI assessments does not help the current 
situation.  
In student researcher’s views, potential approach to resolve these issues could include 
points such as identifying the DHBs or areas in aged care where staff turnover is a 
significant factor in delayed interRAI assessments, rescheduling frequent interRAI training 
sessions for nurses in specific remote areas of DHBs and increased funding to the aged care 
sector to better pay the interRAI trained nurses working in any ARC facilities to create a 
positive work environment. 
In a general aged care context in NZ, the majority of aged care facilities are privately owned 
businesses, with executed staff who are not required to be experienced in clinical or health 
related matters by the legislation. Lack of health related knowledge in the ARC facilities’ 
owners might potentially affect the decision-making in regards to the clinical matters of the 
organization. Therefore, sometimes the clinical management teams in these privately 
owned organizations experience challenges in meeting the clinically safe standards within 
the given budget expectancies of the employers. 
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This conundrum can be viewed through an ethical or moral lens, in regards to the private 
owners who as noted above might not understand the clinical risks associated in meeting 
the care requirements while maintaining the financial profit of their businesses. There 
might be a possibility that the clinical management team often struggles to make their 
employers realize the importance of safe care who are mostly coming from a non-clinical 
background or experience. This might also be a contributing factor in bigger picture of the 
issues associated with performing interRAI assessments. The notion of ‘the right care and 
support, to the right person, at the right time and in the right place’ ought to be something 
that needs to be addressed by the higher authorities. 
According to the student researcher, establishing the interRAI assessments as mandatory 
has added a legal and disciplinary component to these assessments. Such a feature (the 
enforcement of requirement) is sometimes necessary to bring a vision into practice in any 
work field.  
Lack of a standardized assessment system across all ARC facilities 
Another significant challenge or barrier which was stated in the focus group interview was 
the difference between the interRAI assessments process and each ARC facility’s initial or 
paper-based assessment process. Working between the two led to confusion among nurses 
in terms of what data sets to follow for implementing patient care plans, particularly if the 
data was divergent. This dilemma is noted by Smith, Whiddett and Hunter’s (2013) NZ 
study to assess users’ experience with the interRAI tool, which stated that the user often 
finds it difficult to align the interRAI process with the paper-based forms of client 
assessment. Smith et al. (2013) also found that the aged care providers had a lack of 
understanding regarding the need to adopt information technology in the health sector in 
the initial stages of interRAI implementation, which hindered the optimising the 
assessment system. Moreover, the IT system of assessment needs to be flexible enough to 
incorporate the data from paper assessments conducted at the organizational level (Stolee 
et al., 2010). 
Paper-based assessments were preferable according to the views of the majority of 
participants in the focus group interview of the current study. This finding is contrary to 
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the results of a study undertaken to assess the willingness of users to accept newer 
technology-based devices in health care, which stated that professionals preferred the use 
of electronic tools or devices to conduct patient assessments over paper-based 
assessments (Tu et al., 2018). In the initial phases of interRAI implementation in NZ, a 
survey showed that most ARC facilities were simultaneously using paper-based and 
electronic system for assessment, which caused confusion at times (Cassie, 2015). Possible 
solution to this problem (which is ongoing in many facilities) is arranging for vendors of 
the paper-based forms used at the ARC facility levels to provide their forms electronically, 
to be accessible through the basic interRAI server, allowing RNs to integrate these findings 
into the interRAI data (Eapen, Costa, Archer & Sartipi, 2019). The call for a unified system 
of assessment is the need of the hour.  
This transition from paper-based systems to a technology based system is merely a 
temporary phenomenon in health care, hence it is important that the devices and software 
used are user-friendly and allow for the new technology based care delivery model to be 
accepted (Tu et al., 2018). In the focus group the participants mentioned that they feel that 
a direct online learning support in ‘real time’ while performing interRAI assessments could 
help in rectifying errors while doing assessments and would be a step forward in making 
interRAI system easy to accomplish and meaningful to registered nurses.  
The above recommendations are supported by the results of the study conducted on 
transition from paper work to online learning systems at higher secondary school level in 
which participants stated that feedback from the teachers or assessors was direct and 
quick. This assisted in minimizing errors and reduced feedback waiting time (Grigoryan, 
2018). Perceived usefulness of the interRAI tool can support positive motivation, thus in 
turn supporting nurses in developing positive attitudes towards interRAI assessments 
(Grigoryan, 2018).  In relation to the barrier in the form of lack of advisory support while 
performing interRAI assessments, strategies such as using the direct interRAI advisor 
system at the facility level, managerial support and the online advisory group are 




Identifying these barriers in performing interRAI assessments will allow reduction or 
removal of these obstacles which registered nurses perceive as most challenging. 
Furthermore, it might be helpful in enhancing nurses’ acceptance of the interRAI tool and 
better integration of interRAI data sets into day to day nursing practice and client care. 
Internet and other hardware related issues at the ARC facility level 
According to the present study’s findings, one of the concerns that negatively affect the RNs 
in the focus group was the lack of appropriate internet connectivity and insufficient laptops 
at the workplace. This is similar to the results of a survey in the initial phase of interRAI 
implementation in NZ, which stated that most frustrations among the nurses were 
overwhelmingly IT based (Cassie, 2015). The availability of organizational hardware 
support in terms of providing good internet connectivity and a suitable number of devices 
is crucial in eliminating this obstacle. This requires effective organizational services in 
meeting these pre-requisites for performing quality interRAI assessments (Smith et al., 
2013). Many participants in the present study verbalized that the interRAI-trained nurses’ 
turnover rates at their facilities are putting a lot of pressure on the remaining nurses. This 
is congruent with the findings of a 2015 survey, which also highlighted that interRAI 
trained nurses’ turnover at ARC facilities is creating many issues for completion of interRAI 
assessments (Cassie, 2015). A further recommendation which can be made in terms of 
acceptance of a new technology based system of patient assessment is that provision of 
computer devices and terminals which are accessible at all areas where such work is 
performed would be extremely helpful in supporting RNs in performing interRAI 
assessments (Tu et al., 2018). 
Summary 
The summary of all the findings presented above in form of interpretation and discussion 
from the current literature present on or around the topic both at the national and 
international level has suggested interesting results regarding experiences of interRAI 
competent RNs, barriers and facilitators, and factors affecting the completion of interRAI 
assessments at the ARC facilities’ level in NZ. In terms of positive experiences with the 
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interRAI tool, RNs views indicated a positive understanding about the tool, and the 
comprehensive nature of interRAI assessment process. 
From the focus group of the present study negative experiences of using interRAI tool, RNs 
expressed the mandatory nature of the tool has increased pressure along with the ongoing 
workload, reduced client or resident-nurse contact times, created the risk for negative 
perception among HCAs team for RNs, and difficulty in completing assessments due to 
increased RNs turnover in the aged care sector. Barriers included factors such as time 
management issues with ongoing work scheduling, internet-related issues, and confusion 
created due to two different assessment systems at the ARC facility level in form of paper-
based and interRAI systems. Further, to some extent the inability to assess the real value of 
the interRAI assessment data in terms of reforming existing work practises and due to 
incomplete implementation of the interRAI tool. 
The next conclusion chapter includes the strength and limitations of the study. In addition, 
recommendations that can be made from the findings of the present study and a concluding 
statement are also presented.
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Chapter Six - Conclusion 
This chapter summarizes the strengths, limitations and recommendations from the present 
study. 
Strength of the present study 
The following characteristics can be attributed as strength of the present study: 
The present study is one of the first in its characteristic of assessing experiences or 
perceptions of aged care RNs with interRAI tool in South Island of NZ. Only one study on 
similar topic was found to be conducted in Auckland region of NZ (Vuorinen, 2017). The 
present study is considered to be different from the study mentioned above, in the nature 
of its setting or location as it was conducted in Christchurch city which has been through 
difficult times in the recent past. The RNs were working with older population which were 
affected physically, emotionally and financially affected by the earthquakes in the years 
2010 and 2011 (Stevenson & Keeling, 2015). Therefore, the importance of assessing the 
opinions or views of nurses working for this vulnerable cohort of NZ’s older population is 
significant to ascertain both positive and negative changes,  that interRAI has brought to 
their work practice.  
The RN participants were working at the rest home, general hospital, dementia rest home 
and psycho geriatric level of care at different ARC facilities in Christchurch at the time 
when the focus group was conducted. This fact can be seen as a strengthening feature for 
focus group, as this group of RNs was expected to bring a comprehensive outlook in 
regards to factors affecting the completion of interRAI assessments owing to their varied 
work routine at different care levels. 
The focus group was also distinctive in terms of the years of experience of the RN 
participants; their work experience was ranging from one year to twenty-nine years in NZ 
aged care sector. This variable range of background was expected to be helpful in providing 
a panoramic view of the transitions in nursing practice. 
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One of the strength of the present study was using a focus group methodology with open-
ended questions. This was productive in terms of getting the in-depth information from the 
group participants and was also inexpensive to conduct.  
Limitations of the present study  
The present study’s responses could not be confirmed with the RN participants post the 
completion of the focus group interview for verifying data interpretation due to time 
limitation factor. Although, the focus group interview was transcribed by the professional 
transcribing services, this could be perceived as a limitation in terms of data verification 
process. 
Other impediments faced during the RN recruitment phase, was difficulty in recruiting 
participants in the initial attempts. This was later mitigated by placing another 
advertisement in the nursing journal.  A considerable number of participants were 
recruited eventually; it was only four ARC facilities RNs and seven participants who 
consented to participate in the focus group. 
At the time of the focus group, it was noticed that two RN participants were giving the 
responses in form of mostly agreeing with the statements of others rather than giving their 
own concrete views. This was in spite of moderator’s attempts to encourage to participate 
actively. This can also be considered as a limitation in terms of assessing the saturation 
point for the data collected. 
Potential for bias because of position of the author as an experienced interRAI assessor can 
be acknowledged as a limitation.  
In addition to this, the findings of the present study could not be generalized across all 
health care settings due to different organizational structuring and functioning. Future 
research can be directed towards analysing assessors’ attitudes and experiences of 
performing interRAI assessments in other health care settings for making generalization of 
the findings as possible. This is to seek a universal solution to the barriers or challenges 




Recommendations from the present study can be made in terms of the ARC organizational 
changes is as stated ahead: 
Amalgamating the interRAI assessment with the initial assessment processes at the ARC 
facility level 
It can be recommended to either make changes to interRAI assessment system to 
accommodate assessment data from the initial assessment procedures at the individual 
ARC facilities’ level or to streamline the existing assessment processes to avoid multiple 
data entries of the older residents during the first two days of admission. This is 
recommended to develop a unified assessment system which is applicable at every ARC 
facility. 
Making the interRAI care planning feature operational  
All focus group participants of the present study acknowledged the fact that by making the 
interRAI tool’s care planning functional, the tool can be utilized in its totality and this will 
further increase the understanding and acceptance for the tool among the group of RN 
assessors. 
RELIAS evaluations to be made precise and user friendly 
The difficulty to complete RELIAS assessments within the first three attempts is also 
considered as a big hindrance by the focus group participants. The fragmented and 
disintegrated nature of these evaluations is making it quite hard for interRAI assessors to 
get through. This is sometimes leading to frustration and lack of willingness to maintain 




More interRAI research studies involving Maori and other Pasifika assessors are 
required 
Present study RN participants did not involve any Maori or pacific island ethnicity nurses. 
Therefore, their views are also significant to be assessed regarding interRAI assessment 
system to ascertain the cultural component integration with interRAI tool. 
Better internet connectivity is recommended at the ARC facility’s physical sites  
RN participants verbalized that the internet connectivity problems are also posing as an 
obstacle in completing interRAI assessments. Therefore, it is recommended for the ARC 
facilities to ensure high quality internet connectivity at their physical locations with 
adequate access to hardware. 
RN turnover negatively affecting completion of interRAI assessments 
RNs in the focus group expressed their views on how the increased rate of staff turnover is 
impacting the existing RNs in a given ARC facility to complete their share of interRAI 
assessments. Therefore, it is recommended for ARC facility’s managers to ensure early 
placements of their newly joined RN members to interRAI training in their nearest centres 
and manage their RN rosters efficiently and accordingly to prevent any fatigue-related 
practise errors. 
Concluding Statement 
New Zealand is becoming the destination for international health authorities to learn about 
the interRAI assessment system and its implementation in their respective health system 
(interRAI NZ, 2019a). The interRAI assessment system has been considered as the best 
medium for accomplishing the older population health goals listed in NZ’s Best Practice 
Guidelines (2003) by the MOH,(interRAI NZ, 2019a). The interRAI assessment system is an 
advantageous tool in raising the standards of safe aged care in NZ.  
The tool needs to be implemented in a way so that the interRAI users or assessors are able 
to utilize the maximum potential of interRAI assessment suite. Factors such as readily 
available training sessions and increased financial assistance to the aged care sector might 
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be some of the ways to help alleviate the issues highlighted in this chapter. In an individual 
context, it might also be instrumental for RNs to accept this new change with a positive 
understanding and to simultaneously reflect on their feelings which might be affecting their 
association with interRAI.  
The present study’s findings can be utilized by the DHBs and interRAI NZ to improvise or 
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What is the aim of the project? 
The study is focused on assessing the registered nurses’ experiences regarding interRAI 
which they use at their aged care facility for client assessments. The word ‘interRAI’ stands 
for “International Resident Assessment Instrument” which has been deemed mandatory by 
Ministry of Health in all the aged care facilities in New Zealand since July 2015. 
The aim of this study is to analyze nurses’ perceptions and identifying factors and barriers 
affecting InterRAI usage in the workplace. 




What types of participants are being sought? 
The project will recruit registered nurses who are working in aged residential care facilities 
in Christchurch, New Zealand. The participants will be selected on the basis of inclusion 
and exclusion criteria which are as follows: 
Inclusion Criteria: 
RN’s who have been working in aged residential care (ARC) facilities in Christchurch for 
minimum of one year. 
RN’s holding a current annual practising certificate. 
RN’s who have completed their interRAI training successfully and who have been using it in 
their practice for at least six months. 
RN’s who are able to communicate in the English language. 
Exclusion Criteria:  
RN’s who are on sick pay or parental leave. 
RN’s who have not undergone any InterRAI training. 
RN’s who are not using interRAI assessments in their workplace. 
RN’s who have been working in ARC facilities for less than one year. 
The number of participants will be between 6 to14. The participants will be participating in 
the study after consenting on the voluntary basis. At the end of the study, the participants 
will be sent a 2 pages summary of research findings. 
What will participants be asked to do? 
Should you agree to take part in this project, you will be asked to give your demographic 
details such as age, sex, education and work experience. Once the inclusion criteria of the 
study is met, the participants consenting to the study will be invited to participate in a 
“focus group interview” which is a technique of the data collection in research studies 
focusing on human experiences. The time required for interview is approximately between 
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45-60 minutes on one day, held at Centre for Postgraduate Nursing Studies, 72 Oxford 
Terrace, Christchurch. 
Potential risks or discomfort involved with group participation may exist, for example, the 
possibility that participants would have shared junior/ senior relationships in their current 
or previous employment, and risk of disclosure of the information. Any participant who 
feels that there might be a conflict of interest will have the option of withdrawing from the 
research. Part of the consent process will be explaining the importance of maintaining 
confidentiality regarding what is said in the focus group interview. The moderator will 
have the role in monitoring discomfort and the opportunity will be offered to stop 
recording if discomfort or conflict is indicated. 
Please be aware that you may have the option to decide not to take part in the project 
without any disadvantage to yourself of any kind. 
What data or information will be collected and what use will be made of it? 
The data collected will be responses to the questions asked in the interview and some 
demographic data. Data collected will be audio-recorded in order to obtain the findings. 
This raw data from interviews will be anonymised to protect the identity of the 
participants and in any written materials. Personal information will only be collected in the 
form of demographic details in order to assess the participant’s eligibility to meet the 
inclusion criteria for the study. 
The data collected will only be accessible to the researcher, supervisors of the student 
researcher, transcriber and administrative staff. The data will be password protected. The 
data related to personal details of the participants will be destroyed immediately after 
completion of the study period (1st March 2019).  
The data collected will be securely stored in such a way that only those mentioned above 
will be able to gain access to it. Data obtained as a result of the research will be retained for 
at least 5 years in secure storage. Any personal information held on the participants such 
as contact details and audio tapes etc., after they have been transcribed will be destroyed at 
the completion of the research even though the data derived from the research will, in most 
cases, be kept for much longer or possibly indefinitely. 
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What data or information will be reflected in the completed research? 
Participants will be given pseudonyms in order to protect their identity. The results of the 
project may be published in recognized journals, and will be available in the Canterbury 
Medical Library, Christchurch, New Zealand) but every attempt will be made to preserve 
your anonymity. 
Once the data is analysed after interview, participants will not be able to withdraw or 
change any information given. The participants will be provided with a summary of 
research findings at the completion of the research. The open-ended questions such as your 
experiences of the processes of using InterRAI will be asked. 
This project involves an open-questioning technique. The general line of questioning 
includes participant’s perceptions regarding InterRAI usage at their workplace, factors 
such as time availability, increased work-load, internet supply, computer usage etc.;  
affecting InterRAI assessments completion while at work, barriers or enablers faced in 
completing InterRAI assessments, for example, basic understanding of InterRAI, benefits, 
risks and different perceptions associated with InterRAI. The precise nature of the 
questions which will be asked have not been determined in advance, but will depend on the 
way in which the interview develops. Consequently, although the University of Otago 
Human Ethics Committee is aware of the general areas to be explored in the interview, the 
Committee has not been able to review the precise questions to be used. 
Can Participants Change their Mind and Withdraw from the Project? 
You may withdraw from participation in the project up until the point that data analysis is 
commenced without any disadvantage to yourself of any kind. Once analysis has 
commenced it would not be possible to withdraw from the study. 
What if Participants have any Questions? 
If you have any questions about our project, either now or in the future, please feel free to 
contact either:- 
Name of Student Researcher: Mona Sharma 
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Department:Centre for Postgraduate Nursing Studies, University of Otago, Christchurch.  
University Telephone Number: 03-3643850 
Email Address: mon37328@student.otago.ac.nz 
Supervisor:Beverley Burrell 
Department:Centre for Postgraduate Nursing Studies, University of Otago, Christchurch. 
University Telephone Number:03-3643850 
Email Address:beverley.burrell@otago.ac.nz 
This study has been approved by the University of Otago Human Ethics Committee. If you 
have any concerns about the ethical conduct of the research you may contact the 
Committee through the Human Ethics Committee Administrator (ph+643 479 8256 or 
email gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and 
investigated and you will be informed of the outcome. 
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TITLE OF PROJECT: 
The Study of registered nurses’ experiences regarding interRAI working in 
aged residential care facilities in Christchurch, New Zealand: A qualitative research design. 
 
CONSENT FORM FOR PARTICIPANTS 
 
I have read the Information Sheet concerning this project and understand what it is about.  
All my questions have been answered to my satisfaction. I understand that I am free to 
request further information at any stage. 
I know that:-  
1. My participation in the project is entirely voluntary; 
2. I am free to withdraw from the project at any time without any disadvantage; 
3. Personal identifying information i.e. the audio recordings during focus group 
interviews may be destroyed at the conclusion of the project but any raw data on 
which the results of the project depend will be retained in secure storage for at least 
five years. 
4. This project involves an open-questioning technique. The general line of questioning 
includes       participant’s perceptions regarding InterRAI usage at their workplace, 
factors such as time availability, relation with client care, work-load, internet 
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availability and nurses’ computer efficiency, enablers or barriers faced in 
completing InterRAI assessments.  The precise nature of the questions which will be 
asked have not been determined in advance, but will depend on the way in which 
the interview develops and that in the event that the line of questioning develops in 
such a way that I feel hesitant or uncomfortable I may decline to answer any 
particular question(s) and/or may withdraw from the project without any 
disadvantage of any kind. 
5. Risk associated would be disclosure of information, psychological stress resulting 
from any interpersonal relationships among the group participants either work-
related or personal. 
6. The results of the project may be published and will be available in the Canterbury 
Medical Library (Christchurch, New Zealand)but every attempt will be made to 
preserve the identity of participants.  
7. I agree to take part in this project. 
8.  
            .......................................................................   ............................... 
  (Signature of participant)    (Date) 
 
            ................................................................. 
       (Printed Name) 
 
               …………………………………………….. 
               Name of person taking consent 
 
              This study has been approved by the University of Otago Human Ethics Committee. If 
you have any concerns about the ethical conduct of the research you may contact the 
Committee through the Human Ethics Committee Administrator (ph+643 479 8256 
or email gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence 
and investigated and you will be informed of the outcome.
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Appendix-3 Advertisement Request Letter 
The Editor,  
Kai Tiaki Nursing Journal, 
New Zealand Nurses’ Organization 
Dear Editor, 
I am a registered nurse currently undertaking a “Masters of Health Sciences-Nursing 
Clinical” qualification at University of Otago, Christchurch entitled “The study of registered 
nurses’ (RN’s) from Christchurch, New Zealand who work in aged residential care facilities 
experiences regarding interRAI: A qualitative research design”.  The term interRAI stands 
for” International resident assessment instrument” which has replaced the decades long 
practice of performing written or paper assessments for health care clients. In New 
Zealand, interRAI assessments were made mandatory in all aged residential care (ARC) or 
long term care facilities (LTCF’s) in mid-2015.The assessments are performed online 
through specialized computer software. 
 All registered nurses working in aged care in New Zealand are being trained to use 
interRAI software in order to be able to complete health assessments. For some nurses it 
has been an effective change and for some it is being seen as a sudden and extra workload 
alongside their regular RN duties. It is therefore important to assess the experiences of 
these interRAI-performing nurses to evaluate both the positive and negative impact of 
using this online assessment system for example interRAI’s benefits, risks and contribution 
to client care. Henceforth, this proposal presents a plan to conduct a research study to 
assess interRAI- performing RN’s experiences who are working in ARC facilities in 
Christchurch. 
As part of sampling process, the participants are required to be registered nurses who have 
worked in residential aged care facilities for a minimum of one year in Christchurch and 
who have been using interRAI in their daily work for at least six months. The nurses should 
hold a current practising certificate and be able to communicate in the English language. 
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For further details or any questions, please contact me on my email address 
mona.22sharma@gmail.com or phone or text on my cell phone no. 0211545304. 
Yours Sincerely, 





Age: (Please tick one of the boxes that applies to you) 
20-24 Years  25-29 Years                30-34 Years   35-39 Years   
40-45 Years         46-49 Years                50-54 Years   55-59 Years   
60-64 Years  
Qualification: (Please tick one of the boxes that applies to you) 
Diploma                     Bachelor of Nursing  Post Graduate Certificate  
Post Graduate Diploma  Masters Degree  
Work experience:(Please enter your responses in the boxes below) 
Year of Registered Nurse Registration:  
Number of years working in Aged Care:  
Year in which interRAI training undertaken:  
If participant is using interRAI at workplace: Yes/No          (Please circle) 
Time since interRAI assessments are being performed at your workplace:  
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Appendix-5 Question Guide Sheet 
Open-ended Questions for focus group interview: 
1) What is your basic understanding of the term interRAI? 
2) How often and on average how many interRAI based client assessments do you 
perform at your work? 
3) Your perceptions regarding benefits of using interRAI for enabling client-centred 
care are …...? 
4) In your view, are there any negative implications of performing interRAI based 
client assessments? If so, what are these? 
5) In your view, are there any risks associated in doing these interRAI based health 
assessments? If so, what are these? 
6) According to your understanding are there any barriers in performing interRAI 
assessments at workplace? If so, what are these? 
7) What support or resources are made available for completing an interRAI based 
client assessment at your workplace? 
8) In your view, which one is more reliable: paper-based assessments or interRAI 
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